The Boston Medical and Surgical Journal 


— ——vp—v—— 


Tune 22, 1916 
MASSACHUSETTS MEDICAL SOCIETY EDITORIALS 
Tue AnnuaL D MoOvEMENTs in Mepicins.. By David 
Bdoall, M.D., 891 MEDICAL T Io 913 
ORIGINAL ARTICLES THe PROBLEM OF THE rr 914 
EXCHANGE, WITH a tow or a Respiration LLPOX 
— Use. * II. By G. = 
CLINICAL DEPARTMENT 
MASSACHUSETTS MEDI SOCIETY 
Rerort or 4 Case or Sacro-Itiac Srurur- 
F. Painter, M. D., Boston 910 AnwnwoaL MEETING OF THE COUNCIL... 918 


MOVEMENTS IN MEDICINE.“ 
By Davip L. Eus ALL. M. D., Boston. 


THE past two or three decades have been more 
important in certain ways to the medical profes- 
sion than has any other 12 period. There 
have been times when more deeply fundamental 
work was done in medical science than any 
which has come forth in this period, but there 
has been no time when there has been built, 
upon foundations already laid, a structure of 
such large importance and such sound value 
to the general public. Developing upon prin- 
ciples Stablished before this time, and elab- 
orated from them, there have been contributed 
a most remarkable number of facts, in many in- 
stances of very great individual importance. 
But, large as their individual value has been, 
it has been less significant than their influence 
as a whole, for this has been such as to alter 
the relations of the profession to the public at 


large in a way that is extremely noteworthy. I 
mean, obviously, first of all that the develop- 
ments have been of such character that they 
have demonstrated as never before was done to 
all open lay minds, and have emphasized in the 
medical mind the economic importance of the 
public health. But, I mean beyond this that 
these developments have made medicine a much 
more complex profession, and have added a new 
and very important character to the calling. 
It is not simply that the details of progress 
have made it necessary to acquire more varied 
and extensive scientific knowledge in order to 
practise medicine. It is also and even more 
largely because, far more than was ever true 
before, they have imposed upon physicians the 
need of looking upon their profession in its 
relation to many general economic and social 
problems of the community as a whole, quite as 
much as in its relations to the individual sick. 
These changes have already produced and will 
produce in increasing numbers, a breed of doc- 
tors known earlier only occasionally, and then 
usually developed by circumstance rather than 
by design. The times just past and those at 
hand are likely, in fact, to prove more signifi- 
eant in their influence upon the character of 
medicine as a calling than any previous time. 
The doctor has always been somewhat clois- 
tered from the world of affairs. Untrained in 
executive and business matters and traditi 
unsuccessful in these as a rule, he has been 
separated by his unsuitable training and by 
the urgent character of his work from any 
active part in public affairs. Indeed. he has 
been excused by law from some public duties 
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that other men are obliged to do, and by com- 
mon tradition has been free of criticism if he 
took less part in other such matters than do 
most men. Medicine has, in fact, attracted very 
largely men who temperamentally shun public 
activities. Besides this, one of the more or less 
definitely recognized large compensations in 
medicine, and one that has been most jealously 
guarded and perpetuated, is that the doctor 
owes obedience only to the law and to his 
own conscience, and is not subject to human 
masters. As a consequence, he has often avoided 
and even resented, anything that interfered 
with his freedom of action, and this, together 
with the fact that there were few positions of 
dignity open to medical men in which they were 
parts of a system or were subordinate to higher 
authority, has made the general idea of being 
part of a machine moving in necessary co- 
ordination with other parts, usually distasteful. 
Indeed, even a position on salary has been a 
thing that often suggested that the man 
holding it was, perhaps, a failure in his chosen 
career except in a few types of work. 

But the developments of recent decades have 
shown beyond peradventure that the broadest 
and most beneficent activities of medical men 
in preventing and eradicating disease have in 
later times been, and will mostly continue to be, 
not brilliant individual researches or individual 
struggles with disease, but organized systems of 
attack in which everyone, whether in senior or 
junior positions, will be no longer a free lance, 
but subordinate to the system, and dependent 
upon it for his success. In fact, in those activ- 
ities that now give it its greatest public influ- 
ence and power for good, medicine is not now 
an independent profession, but a part of a whole 
and dependent in accomplishing its aims upon 
firm executive control, whether this is exercised 
by a medical man or other. A very large pro- 
portion of the men who have won high distine- 
tion recently have won it because they have de- 
veloped both their scientific capacities and their 

ecutive powers, and have employed organized 
rather than individual effort to accomplish 
their ends. This will be true to a still larger 
extent in the future, and the attractions of 
such a career will lead many of the ablest and 
most powerful minds into such work instead of 
into practice, and may readily attract into 
medicine many whose temperaments would ear- 
lier have led them into other forms of work. 

What I have spoken of applies chiefly to the 
direct attack upon disease itself. But the char- 
acter of the medical calling is being every- 
where more or less profoundly influenced in 
another way. There have been among various 
peoples, especially among those highly eulti- 
vated for their periods, times in which very 
great interest was taken and valuable measures 
were adopted regarding the general social condi- 
tions that are largely responsible for the occur- 
rence of distress and disease in the first in- 


stance and that propagate and perpetuate them. 
These measures were largely confined to indi- 
vidual races or nations, however, and also with 
changes in the fortunes of the people who origi- 
nated or developed them, they in large part 
ceased to be effective, and they had at most an 
indecisive influence upon the medical profession 
at large. But we have been, and still are, wit- 
nessing a remarkable wave of public interest of 
world-wide extent in the social causes of dis- 
tress and disease,—a wave that may well become 
a steady current, and that has carried away in 
some of the most important parts of the world 
certain established medical relations, customs 
and traditions. What I spoke of earlier you 
may well say is having an extremely interesting 
and highly important influence upon medicine 
as a whole, and upon a limited number of men 
in the profession who engage in research or 
enter into national, state, or municipal health 
services, or who are in other ways in a somewhat 
separate sphere, but has no immediate and acute 
bearing upon the life of the vast bulk of the 
profession who are engaged in practice. What 
I would refer to now, however, has the most in- 
timate possible bearing upon the relation of 
most individual physicians to their patients. In 
dealing with disease it was customary for many 
years to adopt an attitude almost solely of de- 
fense. Even when hygiene became widely es- 
tablished, it had as its main object the control 
of existing disease, and, chiefly, epidemic dis- 
ease. It took up the prevention of disease in 
limited degree only, owing to limited knowl- 
edge. In recent times knowledge of the imme- 
diate causes of disease, especially of infectious 
disease, has been so largely added to, that we 
recognize clearly that the whole matter has 
assumed an aggressive instead of a defensive 
aspect, and the great object now is the progres- 
sive destruction of diseases through eradication 
of their causes. A massive and organized at- 
tack upon the immediate causes that are most 
accessible—bacteria and the like—has been well 
begun. We have long realized that these imme- 
diate causes are only part of the story, and that 
the attack upon them must have but limited 
success so long as conditions favorable to their 
activity exist widely. Physicians more than oth- 
ers have appreciated that the manner and condi- 
tions of life largely determine the occurrence 
of disease, and they have been active in philan- 
thropic and other movements that aim at the 
betterment of these conditions; but none realize 
better than they the difficulties of improving 
these conditions in any general and permanent 
way, and the slight and often transitory char- 
acter of the results of local and especially of un- 
organized efforts. 

The most brilliant and broad-visioned attack 
upon this problem—upon the social conditions 
that start and continue disease—that has come 
from medical men is one that originated here in 
the mind of Richard Cabot. I mean, of course, 
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medical social service. The rapidity and force 
of its progress over the country within a few 
years show not only its value, but also that the 
need has been so great that a workable system 
of attacking the problem was grasped at at once. 
But no one sees more clearly than the originator 
of this excellent plan that it is only partly 
preventive and chiefly curative. It is a pruning 
away of growths that have become harmful or 
are likely to be so, but so long as the roots flour- 
ish the outgrowths will occur and recur and fre- 
quently increase. A few years ago it sounded 
almost original to say that inefficiency, improvi- 
dence, distress and vice are the greatest of the 
causes of disease. Now it seems very familiar, 
but it has seemed a somewhat Utopian dream to 
consider that there would be anything but grad- 
ual improvement in these factors as the world 
rolled on. Throughout the last thirty years, 
however, many people have been wondering 
whether a promising method of influencing these 
factors rapidly had not been devised, and as 
experience of results accumulated, the opinion of 
many persons engaged in medical and social 
work and in statecraft has been turning more 
hopefully towards this system. 

When Bismarck and William I introduced 
the bill which carried in it the beginnings of 
compulsory sickness, invalidism and accident in- 
surance, it was presented as a means of re- 
lieving and forestalling distress, but it was rec- 
ognized to be a means of preventing both the 
distress that produces disease and the disease 
that produces distress. It is a very remarkable 
fact that the beneficent purpose was so clearly 
put forth that the bill passed without opposi- 
tion, radical and new as its provisions were. It 
is similarly remarkable that the principles un- 
derlying the action, its bearing upon the con- 
trol of disease, and its vital importance to the 
medical profession, not only in relation to the 
livelihood of the doctor, but in relation to his 
powers of accomplishing results, have been so 
little appreciated by the profession in general. 
Even now that the system has been adopted in 
extensive form in Great Britain and, at least, 
suggestions of it in many of the countries of 
Europe, and it is here at our very doors for dis- 
cussion, it has had very little attention from 
medical men in this country, and in so far as 
it has been discussed it has been in considerable 
part in a suspicious and defensive spirit. That 
some antagonism has been shown is not sur- 
prising, since medical knowledge of this system 
has in this country come chiefly through knowl- 
edge of the’ contests that it has excited from 
medical men in Germany and England. But it 
is the most important question of legislation 
bearing upon medical men that has ever come 
up in its relations to their incomes, in relation 
to their freedom of action, and in relation to 
the good that they may do in their work, and 
as such it must be approached with an intelli- 
gent knowledge, and demands study from med- 


ical men. Furthermore, it seems highly prob- 
able that whatever medical men may or may 
not wish, it will soon come in this country. 

In Germany it has meant that, even previous 
to 1911, over 14,000,000 of the 64,500,000 of the 
inhabitants were participants in the sickness in- 
surance and over 15,000,000 in the invalid in- 
surance, and the medical and surgical care of 
the insured was provided for by the system and 
not by them as individuals. The new law has 
increased the participants by about fifty per 
cent. In regard to accidents, there were already 
about 24,000,000 participants. A similar pro- 
portion of the population is included in Eng- 
land in so far as the system has developed there, 
and a similar proportion would be included in 
the legislation proposed in this state and in 
New York during the past winter, and about to 
be proposed in other states. Manifestly, this is 
important to doctors. It is equally manifest 
that if doctors are not treated with scrupulous 
fairness such a wholesale control of their work 
and incomes is bound to do them injustice and 
perhaps great harm. It was chiefly because of 
lack of fairness in some instances, in others be- 
cause, apparently, of a lack of understanding of 
the effect upon physicians, that contention arose 
with them abroad. This was partly due to the 
medical men themselves in that they did little 
in the matter until prospective or actual finan- 
cial pressure led them to act. But it had the 
unfortunate effect of giving a wide-spread im- 
pression that medical men were bitterly oppos- 
ing what, to a great proportion of thoughtful 
people, seemed profoundly benevolent legisla- 
tion, on purely mercenary grounds; and when 
in any disagreement the question under conten- 
tion is clearly one of emolument, it is very diffi- 
cult to avoid the impression—whether it is a 
correct or a wrong one—that the basis of con- 
tention is not justice but self-interest. Bitter- 
ness at the thought of being under control, and 
sometimes under unfair control, has largely 
overshadowed the whole medical consideration 
of the matter; but it has come to the point with 
us where this system must be discussed, and, I be- 
lieve, where it will before long be adopted; and 
I trust that, warned by previous experience, we 
shall be able to approach it always with the 
desire to secure justice for the profession, but 
equally with the desire to show that we wish 
justice for others, and with recognition of the 
fact that the system is capable of being carried 
out in such a way that it will not only preserve 
the rights of physicians but also, in some ways, 
may safeguard them, as compared with present 
methods, that depend upon the frailties and 
irresponsibilities of many individual patients. 

The financial side of the matter unquestion- 
ably needs especial care in this country, not 
only in its relation to physicians, but in its 
general aspects, and particularly in justice to 
the insured, because our political morals are 
admittedly looser in this country than in Eng- 
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land or Germany. If adopted, the system means 
that astonishingly large sums of money will be 
handled by it, and the opportunities for and 
temptation to graft and the dangers of financial 
mismanagement will be very large. But granted 
that just provisions are made, we need to look 
upon the matter first of all as the largest social 
community problem that has appeared, and one 
in which medical men are peculiarly vitally 
interested because it so vitally influences their 
powers of accomplishment. I am quite con- 
vinced of the value and wisdom for people of 
narrow incomes of compulsory insurance, merely 
from the standpoint of automatically protecting 
them against times of stress through their 
own efforts with added aid from employers and 
the state. From the standpoint of the public 
health there can be little doubt of its powers 
for good. To be very brief, let me quote but 
two remarkable facts: first, that over 100,000,000 
persons had been given benefits under the sys- 
tem previous to 1910; and, second, that even be- 
fore the additional income was provided by the 
new law, about half a million dollars a day 
were being spent in Germany through this sys- 
tem, and that, with the numbers of people in 
this country and with the American scale of 
wages, thissum would at least be doubled here 
under similar conditions. These facts show the 
financial power in the system. In Germany 
this money has been in large part spent, not 
only in benefits and other necessary, though 
more or less temporary, but vastly important 
things. Much has, in a remarkably broad spirit, 
been devoted to constructing and maintaining 
hospitals and other institutions for sick and in- 
valid persons, and to a great variety of other 
purposes; including, for example, the construct- 
ing of, or the lending of money at low interest 
for the building of, public baths, water -and 
sewer systems, and similar hygienic advances; 
building houses of hygienic character to rent at 
moderate cost to working people.—in fact, for 
the money available above the benefits neces- 
sarily paid, all broad uses that would strongly 
tend to improve health and diminish sickness, 
have been sought out energetically as peculiarly 
sound investments because tending to decrease 
progressively the outlay of the insurance so- 
cieties by decreasing the need of benefits. One 
can scarcely contemplate the use of such large 
sums of money without being convinced that if 
only reasonably wisely used, an enormous and 
relatively rapid influence in improving health 
must result, through eliminating many un- 
hygienic conditions and still more through doing 
away with the acute distress that sickness and 
invalidism bring to those affected and to their 
dependents. So important a problem needs 
broad and friendly consideration. I believe it 
can be arranged with entirely dignified relations 
to the medical profession, and even with actual 
benefit to the profession. One of the most suc- 


cessful ways of avoiding disagreements is 


through not forcing regulations, but agreeing 
upon them; and the more largely arrangements 
with medical men are made through friendly 
understandings rather than as bargains, the 
more successful they will be. Indeed, I believe 
that it would greatly help in avoiding conten- 
tion, and beyond this in establishing in wise 
form many of the details of the system in which 
medical advice is highly important, if the local 
medical men involved had direct representation 
on the governing bodies of these insurance so- 
cieties if they come to be formed, just as both 
employees and employers must be so repre- 
sented. This has not been done abroad, but it 
seems to me eminently just, since physicians 
are, of course, essential to the system, and they 
are quite as vitally affected by it as anyone. 
And it is not only just, but would accomplish 
more efficient results in a variety of ways. It 
appears to me, at any rate, that this body may 
well take means to carry out a study of the 
matter and to determine upon a plan of action, 
before the need of hastily determined action 
perhaps arrives precipitately. If it arrives, it 
will at one step turn a large part of medical 
practice into part of a great system, instead of 
a purely individual relation with individual pa- 
tients. 

Many other factors are tending to make 
medicine more important as a public profession, 
and relatively less so as a private relation in its 
main activities and emolument. The decrease 
in infectious disease that has already occurred 
has distinctly lessened the total demand for 
family doctors. Also the state has taken over 
a very definite share of the actual management 
of some cases of infectious disease, and will nec- 
essarily exercise a gradually increasing control. 
It will, I am sure, not be many years before an 
appreciable influence will be exercised upon 
venereal disease by publie action, difficult 
though this question is and demanding, as it 
does, cautious and unimpulsive measures in order 
to avoid doing harm. In the world at large 
the aleohol question has shown remarkable 
progress, and to me the time seems clearly ripe 
in this matter, not for joining prohibition move- 
ments or other drastic types of action, but for a 
frankly aggressive stand on the part of those 
who see its effects, and especially those who have 
responsibility for the public health,—a stand that 
does not need to ally itself with the emotional 
side of the question, but should rather be 
definitely educational, and with improved 
health and efficiency as its objects. When we 
see what such methods have done for tubercu- 
losis we can scarcely doubt they can do similar 
things in controlling the effects of alcohol and 
venereal disease, especially when the changed 
and increasingly positive attitude of employers 
and of the public at large toward alcohol, in 

i , is considered. With a decided drift 


particular 
toward the control of these enormously impor- 
tant causes of disease, a large effect upon the 
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sum total of the doctor’s individual repair work 
and upon his purely palliative treatment must 
be exerted. 

I am not one of those who feel that the health 
millennium is at hand, nor do I comprehend 
within my vision the time when medical prac- 
tice will be a matter in which the doctor and the 
patient—as they have long been known—will no 
longer exist, and the treatment of disease will 
be carried out through government bureaus and 
publie institutions. Doctors and patients have 
too human a relation to make this possible, how- 
ever efficient it may appear to some persons. 
But I do see increasing influence of the doctor as 
a public servant; and with this an increasingly 
large proportion of the strongest and most im- 
portant men in medicine will go into other 
forms of work than ordinary practice, so that 
the attractions of the newer forms of activities, 
as well as the influential character of the prob- 
lems that they deal with, will tend to make 
them a great power in determining the char- 
acter of medicine as a calling, whereas, until 
recently, its character has been determined 
largely by the practice of the art of medicine. 
All these movements will lessen the total num- 
ber of the sick, and probably the number of 
practising physicians, but need not lessen the 
influence of the latter in the community. On 
the contrary, they will tend to increase it, for 
when wisely taken advantage of, they give phy- 
sicians, not only their very strong human in- 
fluence with individuals, but also an influence 
as public councilors and leaders, that the calling 
did not until recently carry with it. 

The changes in the character of a calling and 
in its ideals, aspirations and traditions usually 
come chiefly from two sources: from the pres- 
sure of the demands upon it and from the 
visions that those entering it see. That medi- 
cine has not merely in knowl- 
edge, but in the demands upon it, we know well. 
That it has changed in the visions that it car- 
ries with it must be very apparent to anyone 
who has frequent occasion to advise young men, 
of especially earnest and ambitious type, who 
are just entering the profession, in regard to 
what was, not very long ago, a relatively simple 
matter, namely, as to the character of work 
that they may wisely take up at once. Twenty- 
five years ago there were few things to choose 
from. Few men thought at once of anything 
but some form of practice—of caring for the 
sick. With most men then it was a choice of 
the particular form of practice that most at- 
tracted. In fact, in most instances, even spe- 
cialization in some particular form of practice 
was a future prospect to be warked up to 
through early general practice, rather than an 
immediately necessary choice; and the advice 
that experience in general 
recede specialization of any 
ressed finan- 
cially, or who looked merely for a berth that 
was fairly secure, put aside practice, tempo- 


rarily at any rate, and went into institutional 
work or into the government services, though a 
small number were keen enough to see real op- 
portunities in the latter. There were at that 
time relatively so few positions in teaching, and 
especially in research, available, and particu- 
larly so few that could be had very early in 
one’s career and that carried a living with them, 
that only an occasional man could go directly 
into such work. Indeed, until recently, even 
the full-time senior positions in laboratory 
branches have been in large part filled by men 
who had earlier been, to some degree, in prac- 
tice; and had by choice, or sometimes by cir- 
cumstance, later been led into this work as a 
career. It was, I think, at that time usually 
somewhat of a shock to a man who had gone 
through a medical course, even almost like a 
confession of failure to measure up to the career 
that he had planned, to see before him the 
definite separation of his activities from the 
care of patients. It was something like the 
conditions in Dr. Weir Mitchell’s youth in re- 
gard to research, You may remember that 
when he told his father, after he got through his 
hospital work, that he would like to spend sev- 
eral years in research, his father somewhat 
hotly told him that that would be looked upon 
by the public very much the same as if he had 
joined a circus. At present things are vastly 
different. The great majority of young men, of 
course, still go into practice, but very often now 
they make an immediate choice of some par- 
ticular line of practice. The most striking dif- 
ference now, however, is that there is no longer 
a suggestion of shock in considering the choice 
of some form of work that does not involve pri- 
vate practice. It no longer means a distinct 
shifting of purpose and detachment of one’s self 
from the real medical career. The great ma- 
jority of the most alert and most ambitious 
young men are loath from the first to feel that 
their work will be limited to practice. Much 
more frequently than was the case they look 
forward to doing, at least, some research and 
teaching as collateral activities. A consider- 
able proportion of them seriously consider 
whether they will not go definitely into other 
things than practice, and a noteworthy and con- 
stantly increasing number are doing so. There 
is no reason to think that the proportionate 
number in the latter group will decrease. On 
the contrary, there is every reason to think it 
will increase. This changed viewpoint has been 
brought about by several main factors. What 
I have been discussing has had much to do with 
it. An interestingly large number of young 
men of the best type are beginning to have 
yearnings toward direct public service in some 
form, partly because they frequently feel a con- 
scientious desire, widely growing in many other 
professions, for such service, but partly be- 
cause they see the possibilities of fruitful 
work in these lines. The national services al- 
ready offer attractive careers. If the tenure of 
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office and the opportunities provided in state 
and municipal work were only more frequently 
adequate, many would go into these lines, and 
more men of good caliber are greatly needed 
in them. It is very interesting to see the change 
in attitude. Such positions now appeal to 
young men directly as opportunities. We have 
only slowly realized that they are not chiefly 
sleeping berths. 

The main factor, however, that has changed 
the viewpoint of young men has been the change 
in the character of the teaching of medicine, 
and the increasing complexity of the study and 
practice of medicine. Important as it has been, 
the change in the public relations of medicine, 
the long quick stride ahead in its economic and 
social relations and dignity, has been of secon- 
dary importance. Without the former, these 
men would not have seen or been prepared for 
the latter. The placing of the laboratory 
branches of medical study in this country in 
their proper positions of dignity and influence 
has, without doubt, had more effect than any- 
thing else in developing both the standards and 
the visions of the young men in medicine. This 
movement was begun before the period of which 
I spoke, but reached a general and satisfac- 
tory development only during that period. 
When these branches were looked upon by the 
men teaching them as collateral interests, and 
very often merely asstepping-stones to practice 
or to clinical chairs, it was natural that they 
should have relatively little influence. With 
the recognition of the need of laboratory teach- 
ing of laboratory branches by men highly 
trained in them and devoting themselves to 
them, came not only the result mainly desired, 
namely, the opportunity for the prospective 
practitioner to get sounder fundamental train- 
ing, but also the opportunity for those whose 
bent lay that way to learn early the charm for 
them that there is in hand-to-hand work in 
those subjects,—a charm that without this inti- 
mate contact with them was often never recog- 
nized, or was felt only through later chance. 
The work in course in the laboratory now leads 
a considerable group to think of life work in 
these branches; and the comparatively large and 
constantly increasing number of available senior 
and junior positions in teaching departments, in 
hospital laboratories and in other places, that 
carry a living with them, give opportunity for 
a noteworthy number of men to take up such 
work at once. But, besides this, the result of 
having a group of able and devoted men en- 
gaged, not simply in casually teaching funda- 
mental branches, but in spending their whole 
time in energetically developing knowledge of 
them, has been that enduring contributions to 
knowledge have come very largely from men in 
these branches; and also, men so well trained as 
to be stimulating and inspiring to young men 
who are intellectually ambitious, have in such 
large proportion been developed in these sub- 
jects that it has led into them a large share of 


that group of young men, always small in num- 
ber, but always of dominating importance in 
any profession, those, that is, who are gifted 
with the desire and the power to contribute to 
progress. In recent years, men capable of judg- 
ing have repeatedly said that in the past gener- 
ation there have been a larger number of men 
of first-rate mind in the laboratory subjects in 
this country than in the clinical. Whether or 
not this statement is correct we do not now need 
to determine. We may, nevertheless, well re- 
flect upon the fact that conditions are such that 
it is difficult to disprove it. A point that 
interests me very much, however, and one that 
is, I believe, certainly true, is that a large pro- 
portion of the very best young men shrink now 
much more than they did in earlier years from 
going quickly into practice. Some of the rea- 
sons that they give are interesting and need 
attention. In considerable part it is because 
they feel that the standards of practice do not 
meet what they desire; that they are less exact- 
ing, less reliable than those of the medical sci- 
ences, and they often feel that it is very diffi- 
cult to avoid taking a step downward in 

to thoroughness and accuracy of effort when 
they detach themselves from work in the med- 
ical sciences and take up practice. Some of 
them frankly confess that they fear that they 
must turn away from the standards that they 
have come to cherish, which demand that the in- 
telligence must be satisfied before accepting any- 
thing, and that, instead, they must in practice 
flounder among impressions and speculations 
and unproved theories. Much of this is youth- 
ful exaggeration, and much of the shrinking 
from practice is due not to such feelings, but 
to a natural desire to become better fitted for 
work that the last few decades have made much 
more complex than it was. Much of it is due 
to the fact that indefinitely continued work on 
problems is more fascinating to many able 
minds than practice, and as I have already said, 
the present method of teaching medicine pre- 
sents it and its problems much more intimately 
to the student, and makes these problems much 
more engaging than did the older method. 
Some of it, a good deal perhaps, is due to the 
fact that at present students come into contact 
with patients so much more closely than they 
did, but see them chiefly in hospital wards, 
where, like those who are in consulting practice, 
they meet so large a proportion of persons who, 
through disease or distress or vice, seem beyond 
help, that they occasionally become oppressed 
by it and by what practice seems to mean. They 
have had little opportunity to experience the 
cheerful things that practice brings, and have 
had but a small share of the grateful human 
side of medicine, that comes in its best and most 
frequent form in the relation between family 
physicians and their patients. I have known 
repeated instances of hospital internes becoming 
completely shattered emotionally by the strain 
and discouragement of a prolonged succession Of 
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i and hopeless cases, and have known 
them to resign impetuously, and 
even to quit the profession at once. Neverthe- 
less, when all the factors mentioned are allowed 
for, it seems to me that the proportion of first- 
rate men whose feelings are more or less deeply 
colored with regret when they take up practice 
is worthy of study when we consider that the 
great raison d’étre of the medical profession is 
still, and will long be, to treat the sick. It 
would seem to be evidence of some incomplete- 
ness in development of our present system, espe- 
cially when we consider that almost all young 
men a few years ago looked happily forward to 
practice at first, and if they became detached 
from practice, did so only later. There are but 
few I am sure who believe that the cause of this 
lies in the greater development of the teaching 
of the medical sciences. Long before the medical 
sciences were given so much time and attention 
as they now are in the curriculum, there were 
critics, conspicuous among whom were John 
Brown and Oliver Wendell Holmes, who feared 
that these subjects were being overdone, to the 
disadvantage of the clinical. But it is very 
difficult to believe, so long as the clinical 
branches are given the large amount of time 
that they are now, that the better teaching of 
the fundaments of medicine is a fault. Para- 
doxical as it may seem, it would, on the con- 
trary, appear that the line of advance that has 
perhaps produced this condition must, in a 
certain sense, be forced further to overcome it. 

The trouble does not, I think, lie in the fact 
that practice involves working so much in things 
of which we are ignorant. Bolder and more in- 
quiring minds enjoy the unknown. It is rather, 
I think, that there still exists a chasm between 
the laboratory and the clinical branches, with 
only occasional bridges between, and these not 
very secure. The persistence of this chasm is due 
partly to imperfect efforts on each side toward 
its effacement. The divorce of the laboratory 
men from practice and their alliance in manner 
of life with pure science, led many of their num- 
ber for a time, as oceurs so often after any im- 
portant readjustment of principles of life, to a 
somewhat deliberate and ascetic detachment 
from the practical. This reached its most 
marked stage when a group of them advocated 
that these branches be taught outside the med- 
ical school as a part of general university 
courses, So as to remove any taint of utilitarian- 
ism from them, a plan based in part at least 
upon what may, I think, without injustice, be 
called a kind of intellectual snobbishness that 
considers the practical use of science much the 
same as its prostitution. In recent years there 
has been a strong opposite current, and eo- 
operation between the laboratory and clinical 
departments has become the goal. 
But there is still opportunity to make teaching 
in the medical sciences more directly illumina- 
tive of clinical study, though not simply utili- 
tarian. The chief cause of the sharp division 


between the clinical and the laboratory years, 
however, is, I believe, that observation and spec- 
ulation are much more dominant in 
activities of the clinician in both his teaching 
and his practice, than they need to be. Habits 
are strong factors, and clearly as we may recog- 
nize the relations of the medical sciences to 
practice, it is extremely easy to fall into the 
methods that we were taught, and these were 
chiefly observation and speculation, and I fear 
that those of us who are clinical teachers and 
practitioners must bear the chief blame if the 
keen student feels critical of clinical methods. 
Furthermore, few clinicians have sufficiently in- 
timate and prolonged training in any of the 
medical sciences to be able to teach their rela- 
tions to medicine in any adequate way, and yet 
they must do it if it is done, for the laboratory 
men have, as a rule, little or no clinical knowl- 
edge nowadays. 

This is one of the reasons why, after some 
consideration, I not only do not feel opposed to 
the much-discussed plan of having a group of 
clinical teachers, who practise little or not at all 
outside hospitals, but, on the contrary, feel it 
will do good. What I have mentioned 
the not uncommon attitude of the student and 
recent graduate, as well as experience of other 
kinds, lead me to feel that one of the things we 
most need in training young men is to stop the 
gap between the laboratory and the clinical 
years. I think this can best be done by having a 
group of clinicians so long and continuously en- 
gaged in the investigation and study and teach- 
ing of clinical problems that they naturally and 
efficiently bring into play all the relations be- 
tween the fundamental and the clinical branches. 
This would undeniably be valuable to the 
student in his formative years. It would dispel 
any feeling that practice must be a disappoint- 
ment to those of scientific temperament, and it 
would add what the laboratory departments have 
had to their advantage,—a group of men devot- 
ing themselves so completely to the study and 
development of their branches that they wouid 
attract many keen and inquiring minds into 
clinical work that have tended to go into the 
laboratory subjects. This again is one of those 
things that is probably coming in varying 
extent in various places; that has, in fact, 
already come in considerable degree, not in one 
place alone, but in a noteworthy number in a 
very few years. And, a point that has greatly 
influenced my feeling as to its probable spread, 
one finds again, that, in clinical medicine at any 
rate, a large proportion of the ablest young men 
not only do not resent the idea, as some older 
men have, but welcome it heartily. It will, of 
course, not displace the customary type of clin- 
ical teacher. It will simply, like some of the 
other things I have mentioned, add a new breed 
that will have its own peculiar function,—a 
function developed from the progress that medi- 
eine has made. 
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RESPIRATORY EXCHANGE, WITH A DE- 
SCRIPTION OF A RESPIRATION APPA- 
RATUS FOR CLINICAL USE.“ 


By Francis G. Benepict, Boston, 
AND 
Eoxa II. Tompkins, Boston. 


(Continued from page 865.) 
Part II. 


A CLINICAL a APPARATUS AND ITs 
SE. 


Tue clinical respiration apparatus represents 
the culmination of the research which has been 
in progress for several years in this laboratory 
on the development of a suitable apparatus for 
use with pathological cases. The dog respira- 
tion chamber, the infant respiration chamber, 
and the chamber for small animals, all of which 
have been previously described’, were steps in 
the development of the larger apparatus. 

In devising this apparatus a number of im- 
portant points had to be taken into considera- 
tion from the beginning. In the first place it 
Was necessary to reduce the volume of the 
chamber to the smallest possible limits consist- 
ent with the physical and psychical comfort of 
the patient. Secondly, since complicated and 
technical difficult gas analyses are precluded in 
an apparatus intended for clinical purposes, a 
method had to be devised which should make 
these unnecessary. Of fundamental import- 
ance also, were a rapid and satisfactory tem- 
perature control, a graphie record of the de- 
gree of muscular activity or repose of the indi- 
vidual, and psychrometrie determinations of the 
moisture present in the chamber. Finally it 
was necessary that the apparatus should be so 
adjustable as to make it likewise available for 
studying the respiratory exchange according to 
the Jaquet-Hasselbalch principle, by eliminating 
the gas meter and simply analyzing the out- 
coming air. 

The clinical respiration apparatus in its fin- 
ished form consists of: (1) a respiration cham- 
ber, suitably illuminated and ventilated, in 
which the subject may lie comfortably upon a 
cot; (2) a universal respiration apparatus with 
a rotary blower for ventilating the chamber, an 
absorbing system for purifying the air of car- 
bon dioxide and water, and a suitable oxygen 
supply; (3) accessory apparatus in the form 
of thermometers, a barometer, and apparatus for 
recording the pulse-rate and the degree of mus- 
cular repose. 

In this description of the clinical respiration 
apparatus, it is advantageous to consider first 
the universal respiration apparatus. 

Warkinan, the, Nutrition Laboratory of the Carnegie Institution of 


— 


THE UNIVERSAL RESPIRATION APPARATUS. 


The universal respiration ap tus, which 
was developed in the Nutrition Laboratory and 
has been used in a considerable number of re- 
searches, has already been described in detail 
elsewhere.“ Since that description appeared 
several modifications have been made in the 
apparatus, with particular reference to its adap- 
tation to experiments in which a chamber is 
used, and hence a further description is desir- 
able here. In principle the respiration appa- 
ratus is designed to supply the chamber with a 
moving volume of air, abgorb the carbon dioxide 
in the outeoming air, replace the oxygen con- 
sumed by the subject, and return the air again 
to the chamber with a chemical composition not 
materially unlike that of atmospheric air. 

In the process of purification the carbon 
dioxide in the air is completely absorbed, the 
amount excreted by the subject being deter- 
mined by the increase in weight of the absorb- 
ing vessels. Thus gas analyses, with their at- 
tendant difficulties of technic, are unnecessary. 
The oxygen consumption is quantitatively de- 
termined directly by noting the amount it is 
necessary to introduce into the respiration 
chamber in order to secure the same volume of 
air in the chamber at the beginning and end of 
the experiment, due allowance being made for 
changes in temperature, pressure, and volume of 
water-vapor. A schematic outline of the respi- 
ration apparatus and chamber is shown in 
Fig. 1 (See page 906). 

The air, as it leaves the chamber through the 
pipe X, contains the carbon dioxide and water 
given off by the subject and is also deficient in 
oxygen, owing to the oxygen required for com- 
bustion in the subject’s body. The outcoming 
air is forced by the positive rotary blower R 
into the absorbing system and passes first into 
the empty glass Williams bottle A, which serves 
as a trap to prevent any back suction of acid in 
ease of an accident. The air then passes into 
the large Williams bottle B, containing concen- 
trated sulphuric acid, and from there into a 
smaller Williams bottle C, also filled with acid, 
which acts as a control. The water-vapor is 
thus completely removed, but the carbon dioxide 
still remains. On reaching the valve V,, the air 
passes into either one of two sets of purifying 
systems, consisting of soda-lime and sulphuric- 
acid bottles. The carbon dioxide is completely 
absorbed by the soda lime in D, or D, and the 
water given off by the moist soda lime is also 
removed by the sulphurie acid in the second 
vessel E, or E,. In certain instances it is desir- 
able, particularly in long experiments, to insert 
two soda-lime bottles, and hence Fig. 1 shows 
sections of the tube, L, and L., which can be 
removed and replaced by a soda-lime bottle. 

After the air leaves the carbon dioxide ab- 
sorbing system through the valve V,, it passes 
through a can F containing sodium bicarbonate 
to remove the small unweighable traces of acid 
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vapor, which might otherwise irritate the nose 
and throat of the subject, and then continues 
into the respiration chamber shown in the 


“ oe of the figure by way of the pipe 


. Theoretically, oxygen may be admitted at al- 
most any point in the air-circuit, but here it is 
represented as being introduced from a 
cylinder O through a meter G at a point in 
the pipe a, a, connecting the spirometer or 
tension-equalizer S with the chamber. Varia- 
tions in the volume of the air in the chamber 
are corrected by means of the spirometer S. In 
describing the various parts of the universal 


respiration — more in detail, it seems 
desirable to f the course of the ven 
current. 


BLOWER. 


After enting with many different 
types of blowers, we have found the most 
satisfactory to be that supplied by the 
Crowell Manufacturing Company of Brooklyn, 
N. Y., under the specification No. O-D Rotary 
Compressor. This can be secured from the 
manufacturers in a surrounding iron box which 
is suitable for an oil immersion bath. It is a 
positive blower in that the air withdrawn from 
the chamber may be forced through a consider- 
able number of layers of sulphuric acid and 
soda lime contained in suitable vessels. The 
rotary blower (see R in Fig. 1) is connected by 
a leather belt to a small electric motor and can 
be provided with a safety clutch to prevent the 
reversing of the wheel through carelessness and 
the drawing over of sulphuric acid from the 
water-absorbers. This latter feature has been 
found of advantage, although the safety trap A 
has usually prevented the drawing over of the 
acid into the blower. The speed of the blower 
may easily be altered by a simple lamp resist- 
ance, these blowers usually giving a suitable 
ventilation—not far from 35 liters per minute— 
when rotating at the speed of 270 revolutions 
per minute. 

ACID TRAP. 


To prevent the possibility of drawing back 
strong sulphuric acid into the delicate mech- 
anism of the blower, an empty glass bottle A is 
inserted in the system. While almost any form 
of bottle can be used for this purpose, it has 
been convenient for us to employ an empty re- 
versed Williams bottle. 


WATER ABSORBERS. 


The air leaving the respiration chamber con- 
tains a large amount of water-vapor from the 
lungs and skin of the subject. Before the car- 
bon dioxide produced by the patient is absorbed, 
it is important to remove this water-vapor en- 
2 from the air. The current is therefore 

passed through two or more np contain- 
pace acid. U 


‘ag hari B, is sufficient to collect nearly 


all of the moisture, but this is followed by a 
second bottle, C, which retains the last traces 
of water-vapor.* To facilitate handling and to 
prevent breakage, each bottle is usually inclosed 
in a small wire basket with a handle, by means 
of which it may be suspended directly from a 
hook on the arm of the balance. When these 
two Williams bottles are used, it is possible to 
retain the first one in the circuit until the acid 
and water have so increased in volume as to 
render them liable to be carried over mechan- 
ically into the second bottle. As much as 100 or 
200 grams of water-vapor may be absorbed be- 
fore a change is required; it is fundamentally 
important, however, to note that this second 


tilating | Williams bottle, as well as the water absorber 


following the carbon dioxide absorber, must not 
increase in weight more than 10 grams before 
being renewed, _ should be controlled by fre- 
quent 


TUBING AND PIPING. 


The Williams bottles, as well as the soda-lime 
bottles for absorbing the carbon dioxide are fit- 
ted with short lengths of rubber tubing of good 
quality, to which are attached ively male 
and female parts of ordinary en hose coup- 
lings of the standard 34-inch size (approxi- 
mately 16 mm. internal diameter). The coup- 
lings are, therefore, interchangeable with differ- 
ent forms of apparatus. With a standard rub- 
ber hose gasket, the couplings can be made air- 
tight by a simple twist of the hand. All of the 
piping throughout the apparatus is of standard 
h- inch (16 mm. internal diameter) pipe. 


TWO-WAY VALVE. 


In order to deflect the main air-current from 
one set of purifiers to the other, it is pea, 
to have a two-way valve. The valves V, and 
are of this type. f A long steel rod connects the 
two valves in such a way that by throwing the 
handle at one valve, both are simultaneously 
turned and the air-current instantly deflected 
from one set of purifiers to the other. 


CARBON DIOXIDE ABSORBING SYSTEM. 


The most effective absorbent for carbon dioxide 
— we have found is slightly moist soda lime. 
The soda lime containers D, and D, are wide- 
mouthed glass bottles. Each bottle contains 2 
kilograms of soda lime, capable of absorbing not 
less than 75 grams of carbon dioxide, and weighs, 
when filled, about 4 kilograms. The dry air in 
passing through the moist soda lime absorbs 
moisture, and it must, therefore, be yt i 


which is done by E * it through - 


wei bottle E, or 


ave made for Sutin ty the Ve 
Fabriken für 


²˙ 899 
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+ These are of standard design made nkenheimer 
Co., Cincinnati, Ohio. 
At present, the recommendation of Dr. Eugene F. DuBois 
of ‘Bellevue Hoapital, we are obtaining an excellent grade of soda 
I 116 Broad Street. 
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Either series of carbon-dioxide absorbers may 
be used as desired, for if the air-current has 
been passing through the series D, and E, for a 
given experimental period, the air can be in- 


stantly deflected through the series D, and p 


E, by turning simultaneously valves Vi and 
V,. The combined increases in weight of the 
absorbers D, and E, or D, and E, represent the 
amount of carbon dioxide absorbed. It is pos- 
sible that the amount of water-vapor given up 
by D, to the dry air passing through it may be 
actually more than the amount of carbon dioxide 
absorbed, so that the bottle D, may lose in 
weight. On the other hand, the water-vapor 
given up is immediately absorbed by E, and 
hence the algebraic sum of the weight of the 
two bottles gives the weight of the carbon diox- 
ide absorbed. Usually both bottles are weighed 
on a balance at the same time. 

The moisture in the soda lime is essential to 
the efficiency of the absorbent. The amount of 
water absorbed by the air-current from the soda 
lime and collected in the Williams bottle E, or 
E, may be determined by weighing the Williams 
bottle separately. If the soda lime is remoisten- 
ed with the same amount of water that has been 
lost, the absorbent may be considerably regen- 
erated. It has been found practicable to add 
the water through a funnel inserted in the in- 
take of the soda-lime bottle at the end of each 
day’s experimentation. By the next morning 
the experiment can be carried on as usual. 

Although moist soda lime is a most efficient 
absorber of carbon dioxide, yet it has been 
thought desirable to test the completeness of ab- 
sorption by the insertion of a small flask 
H, containing a solution of barium hy- 
droxide, in such a manner that, by open- 
ing the pet-cock P, and P., a portion 
of the air from which the carbon dioxide 
has presumably been absorbed may be deflected 
through the barium hydroxide solution, where 
the slightest trace of carbon dioxide is indicated 
by a turbidity. 

As the amount of carbon dioxide given off by 
the subject is determined by noting the increase 
in weight of the soda-lime vessels D, or D, 
with its attendant Williams bottle E, or E,, the 
degree of absolute moisture in the air when it 
enters the soda-lime bottle and leaves the Wil- 
liams bottle should be identical. If, however, 
the sulphuric acid in the Williams bottle E, or 
E,, which follows the soda-lime container, is al- 
lowed to accumulate water to such an extent 
that its efficiency as a water-absorber is some- 
what less than that of the Williams bottle C, 
preceding the soda-lime container, it is obvious 
that there would be a loss of water from the 
system as a whole and the amount of carbon- 
dioxide thus measured would actually be too 
small by the amount of water escaping absorp- 
tion. Conversely, if the air is not so dry before 
it enters the soda-lime bottle as when it leaves 
the Williams bottle following, there will be an 


undue increase in the weight of the carbon- 
dioxide absorbing system owing to the excess 
water absorbed. If the routine with the Wil- 
liams and the soda-lime bottles is carried out as 
reviously outlined, no difficulty is experienced, 
but it is advantageous occasionally to test the 
efficiency of the apparatus for absorbing carbon 
dioxide and water-vapor. Consequently in 
blank tests, i.e. with the apparatus in operation 
but with no subject inside, it is advisable to 
weigh the sulphuriec-acid and soda-lime vessels 
separately, and continue passing the air through 
the system for a half hour. Under these condi- 
tions, the loss in weight of the soda-lime vessel 
should of course be exactly counterbalanced by 
the increase in weight of the accompanying 
Williams bottle. 


SODIU M-BICARBONATE CAN. 


In order to absorb the unweighable traces of acid 
fumes which may remain in the air after it has 
been carried through the Williams bottles, it is 
necessary to insert in the air-circuit a small can 
F, filled with dry sodium bicarbonate and cotton 
batting. This completely removes the acid 
fumes and does not affect the determination of 
the carbon dioxide or of the oxygen in any way. 
The sodium bicarbonate does not need frequent 
renewal, the amount used remaining efficient for 
approximately a year’s experimenting. 


OXYGEN SUPPLY. 


The point at which the oxygen is introduced 
may, of course, be varied according to the con- 
ditions under which the apparatus is to be used. 
The direct determination of the amount of oxy- 
gen absorbed by the subject may be made either 
by introducing it from a small cylinder of the 
gas and noting the loss in weight during the ex- 
periment, or by passing the oxygen through an 
exceedingly delicate and accurate gas meter, as 
is represented in Fig. 1. Small cylinders of 
compressed oxygen, which can be readily 
weighed, may be secured from the Linde Air 
Products Company of Buffalo, N. V. These 
cylinders weigh, when filled, about 3 kilograms, 
and contain about 150 grams of oxygen with a 
purity of about 98%. 

One of the greatest difficulties in using these 
cylinders has been the selection of a suitable 
valve, that furnished on the cylinder by the 
manufacturer being difficult to utilize, owing to 
the high pressure under which these cylinders 
are filled. Formerly recourse was had to one of 
the numerous types of reduction valves, but a 
thorough test of these showed no valve which 
would functionate properly for a long period. 
One or two types of needle valves have been 
found which are much less expensive and give a 
satisfactory closure. Such a needle valve is 
coupled to the exit of the cylinder, then closed, 
and the main valve on the cylinder is opened to 
its fullest extent. The issuing gas may then be 
very delicately regulated by means of the needle 
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valve. With so high a pressure it is obvious 
that the packing around the main valve stem 
should be excellent so as to give no opportunity 
for leakage of air. The valves may be tested by 
immersing the cylinder and valve in water or 
by weighing the cylinder carefully on a balance, 
and then again an hour later; any loss of oxygen 
between the two weighings will be instantly ap- 
parent. 

Extended experience in respiration experi- 
ments has shown that the respiratory exchange 
is absolutely unaffected by increased oxygen 
percentages and even by the respiration of pure 
oxygen, but if the oxygen percentage is lowered 
to 11 or 12%, respiratory disturbances are apt 

to appear. In actual practice, the oxygen in 
this chamber and in the chamber of the respira- 
tion calorimeters in this laboratory remains 
from 20 to 23%. 


From many standpoints, the use of a small 
weighable cylinder of oxygen is to be recom- 
mended. On the other hand, there are certain 
advantages in favor of using an accurately cali- 
brated gas meter under such conditions as to 
preclude excessive temperature fluctuations. In 
our experiments we have almost always em- 
ployed a large cylinder of oxygen with a needle 
valve, conducting the gas through a carefully 
calibrated meter of the type devised by Bohr 
and manufactured by the Dansk Maalerfabrik 
of Copenhagen. This meter registers 5 liters for 
each complete revolution of the drum and may 
he read directly to 50 ¢.c. Being constructed of 
britannia, it may, without injury, be completely 
immersed in water in a large aquarium vessel 
and so leveled as to be easily read. The correc- 
tions for temperature changes are minimized by 
this immersion in water. It is not possible, of 
course, to control the barometric fluctuations, 
and the meter readings should, therefore, be cor- 
rected not only for the average of the temper- 
ature fluctuations obtaining throughout the ex- 
perimental period, but also for the average 
changes in the barometer. For relatively short 
periods, this can best be done by using the tem- 
perature readings taken at the beginning and 
end of the period, and the barometer readings 
taken at the same time. 

The meter is calibrated by the method of 
weighing* the gas delivered from an oxygen 
cylinder. Many tests of this type of meter show 
that, when properly installed, it gives admirable 
results, and when a long series of experiments is 
contemplated, its use is strongly recommended. 
A small, weighable cylinder of oxygen is re- 
quired in either method, since such a cylinder is 
necessary for the calibration of the gas meter. 

The oxygen leaving the cylinder first passes 
through the small bottle of water, which is im- 
mersed in the tank containing the gas meter. 
This serves to saturate the oxygen with water, 
for in its compressed state it is extremely dry. 


The safety tube in the bottle, as used by Mr. 
L. E. Emmes of the laboratory staff, has proved 
most satisfactory, for any sudden inrush of gas 
is checked by escape through this pipe. After 
saturation with water the oxygen passes thro 
the gas-meter ; as soon as the gas has reached the 
temperature of the bath, water is neither de- 
posited nor taken from the bath, and the water 
level remains indefinitely unaltered. 


SPIROMETER OR TENSION-EQUALIZER. 


Although an absolute temperature control is 
theoretically possible with this apparatus, thus 
securing a constancy in the apparent volume of 
the air in the closed system, it is practically im- 
possible to prevent slight temperature fluctua- 
tions, and these, together with the unavoidable 
and uncontrollable fluctuations in the baro- 
metric pressure, indicate the necessity for some 
form of tension-equalizer which will insure at- 
mospherie pressure in the chamber. For this 
purpose a small spirometer S is used. When a 
mouthpiece or nosepieces are employed with the 
universal respiration apparatus instead of the 
chamber, the entire air- current through 
the spirometer, and sundry devices are attached 
to it kor tracing graphically the volume of each 
respiration and for indicating the total ventila- 
tion of the lungs. When the respiration cham- 
ber is used, however, it is not necessary for the 
air-current to pass through the spirometer; con- 
sequently, the three-way valve V, is closed to 
the spirometer and direct connection is made 
between the spirometer and the respiration 
chamber by means of the pipe a, a, a. 

The construction of the spirometer is shown 
only in schematic outline in Fig. 1, and for the 
details reference must be made to other publi- 
cations.» As commonly used on the universal 
respiration apparatus, the spirometer has a con- 
tent of about 21% liters. During the develop- 
ment of the clinical chamber a considerably 
larger spirometer was employed which held ap- 
proximately 51% liters, but more recent testing 
of the apparatus has shown that the standard 
size is amply sufficient for the purpose. With a 
small spirometer there is always a_ possibility 
that a patient may suddenly make a violent or 
extended muscular movement inside the cham- 
ber, such as in turning over, throwing off the 
bed clothes, or unduly moving the arms or legs, 
which would produce an expansion of air that 
would lift the bell of the spirometer above its 
normal limits and out of the water, thus caus- 
ing a leakage of air. The danger of such an ac- 
cident may, of course, be avoided by the use of 
a larger spirometer, but it is rarely that even a 
large subject would make such extraneous mus- 
cular movements as would produce this effect. 
Two practical methods may be employed for 
preventing it, even with a small spirometer. 
One is to place a weight of 80 grams on the bell 
of the spirometer when it is rapidly rising, thus 
immediately lowering it; the weights can be re- 
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moved when the conditions inside the chamber 
have again become normal. Another expedient 
is to place a bar across the top of the spirometer 
guide supports in such a manner as to prevent 
the bell from rising high enough for air to es- 
eape. With the use of such devices when neces- 
sary, we feel confident that a spirometer with the 
ordinary volume of 21% liters is sufficient for use 
with the clinical chamber. Furthermore, experi- 
mental periods in which the muscular activity 
was sufficient to expand the air unduly would 
be of little, if any, value. With the use of the 
small spirometer, however, the operator should 
take care that no air is lost through an undue 
elevation of the spirometer bell or the admis- 
sion of an unnecessarily large amount of oxygen. 

The exact height of the bell should be re- 
corded at the beginning and end of each ex- 
perimental period by noting the position of a 
pointer attached to the counterpoise and travel- 
ling over a vertical millimeter scale. The spi- 
rometer hell is delicately counterpoised so as to 
give zero pressure at approximately a middle 
point of the scale. There is no particular com- 
pensation device used in connection with this 
spirometer to allow for the variations of the 
metal displaced as the bell enters or leaves the 
water; consequently there are, theoretically at 
least, slight alterations in the tension with the 
different positions, so that it is advantageous to 
have the bell in nearly the same position at the 
beginning and end of each experimental period. 
The oxygen supply is then shut off and the bell 
gradually sinks. It is highly desirable that at 
the end of each period the bell should always be 
sinking, and thus in part compensate for the 
slight alteration in tension. More recently we 
have found it advantageous to move the counter- 
poise rod up or down by hand at the exact end 
of the period, until the very delicate petroleum 
manometer T indicates that there is no pressure. 
At this point the reading is taken. 


MANOMuETER. 


The small oxygen consumption and the large 
volume of the respiration chamber with its ae- 
cessory parts make the influence of slight 
changes in temperature and pressure of great 
moment in measuring the total oxygen consump- 
tion. Consequently it is essential to note the 
exact pressure inside the amber. This is 
assumed to be atmospheric, but it is possible 
that the spirometer does not respond instantly 
to slight changes in pressure; accordingly it is 
more efficacious to use a very delicate manom- 
eter. This manometer T is of the type employed 
by Pettersson and Sondén in their gas-analysis 
apparatus and indicates the slightest alteration 
in atmospheric pressure. It consists of a glass 
tube bent in the form of an are and containing 
a drop of petroleum oil. 


BALANCES. 


The carbon dioxide elimination is determined 


with this apparatus not by means of gas analy- 
ses, as is customary, but by accurately weigh- 
ing the soda-lime bottle and its accompanying 
Williams bottle. These two absorbers have a 
combined weight of not far from 5 kilograms, 
and since approximately 10 to 15 grams of car- 
bon dioxide may be produced in a half-hour 
period, it is necessary to weigh these two ves- 
sels to within 0.05 gram. This is done admir- 
ably by means of a balance that has been in use 
in this laboratory for a number of years and 
which, though relatively inexpensive, has a high 
degree of accuracy.* The balance, covered 
with a glass case to protect it from drafts of 
air, is placed in a suitable location in the lab- 
oratory and used for weighing both the soda- 
lime bottles and Williams bottles, also the small 
oxygen cylinders required when calibrating the 
gas meters. 
BAROMETER. 


One of the most important factors in the ac- 
curate measurement of the oxygen consumption 
is a knowledge of the temperature and of the 
barometric conditions obtaining inside the large 
respiration chamber at the end of the experi- 
mental period. The measurement of the baro- 
metric pressure gave us entirely unlooked for 
difficulties. From a consideration of the volume 
of the chamber, i.e. about 550 liters, it will be 
seen that a change of 0.1 millimeter in pressure 
corresponds to a variation in volume which, as 
will appear later, affects the measurements of 
the oxygen consumption by about 72 e.. Aec- 
cordingly we recommend the use of the highest 
grade standard barometers, with special illumi- 
nation and lens attachment to read to 0.05 mm. 
Indeed, it can be said that one prerequisite of 
the successful use of the respiration chamber is 
a barometer with an exceedingly high degree of 
accuracy. The necessity for an accurate ba- 
rometer and the significance of the barometric 
measurements become greater the shorter the 
experimental period is. If one is dealing solely 
with periods of two or more hours, an ordinary 
barometer, reading to 0.1 or 0.2 millimeters, 
would be sufficiently exact for the purpose, but 
when it is attempted to make the experimental 
periods as short as one-half hour, the most exact 
barometric measurements are necessary. 


CONNECTIONS OF THE APPARATUS WITH THE RES- 
PIRATION CHAMBER. 


The universal respiration apparatus was pri- 
marily designed for studying the respiratory 
exchange by using nosepieces or a mouthpiece, 
and in the schematic outline a mouthpiece is in- 
dicated in dotted outline. When the three-way 
valve V, is turned and the coupling M is con- 


* The specifications for this balance are as follows: Patent Pre- 
cision Balance No. 7 II, 10 kilos, with aluminum beam and iron 
support, black enamelled. Manufactured by August Sauter, Ebin- 
gen, Wiirttemberg, Germany. The sensitivity with full load 
usually 0.01 gram, i.e. much better than the manufacturers claim. 
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nected with the pipe a, a, a, at the point N, the 
universal respiration apparatus is ready for 
accurate tests with nose- or mouth-breathing. 
All that remains is to turn the three-way valve 
V, at the proper moment so as to connect the 
mouth of the subject with the air-pipe. With 
the clinical respiration chamber, however, the 
apparatus is used in an entirely different man- 

ner. As seen by the diagram, the main venti- 
lating current of air, instead of passing contin- 
uously through the spirometer, is so deflected by 
the valve V, as to pass directly from the cham- 
ber to the rotary blower without passing through 
the spirometer. Furthermore, the returning air, 
instead of passing along the pipe a, a, a to the 
spirometer, goes directly to the chamber through 
the pipe Y, Y. With this form of connection, 
therefore, the pipe a, a, a, serves simply as a lead 
from the chamber directly to the spirometer, 
which is no longer a part of the ventilation cir- 
cuit, but has become a true expansion chamber 
connected with the large respiration chamber. 


RESPIRATION CHAMBER. 


The respiration chamber is the new part of 
the clinical respiration apparatus, although here 
again this is, in a certain sense, but an elabora- 
tion of the smaller chambers used for small ani- 
mals or, more especially, a modified form of the 
chamber of the bed calorimeter. From the elin- 
ical standpoint the chamber .is the most impor- 
tant feature of the apparatus. 

In designing the respiration chamber an effort 
was made to secure the perfect comfort of the 
subject, suitable illumination, absence of psy- 
chical unpleasantness or suggestion of confine- 
ment and, at the same time, as small a volume 
of extraneous air as is consistent with these pre- 
requisites. It was necessary that it should be so 
arranged as to be quickly opened and closed, 
and that it should be capable of ample ventila- 
tion, not only as to the renewal of the air, but as 
to the movement of the air inside the chamber. 
Finally, it should be so constructed as to permit 
quick temperature control. 

To meet these conditions a chamber was con- 
structed of sheet copper, 0.5 millimeter thick. 
This chamber, which is shown in diagram in the 
lower part of Fig. 1, is in two parts, a base con- 
sisting of the bottom of the chamber together 
with a deep water seal, and the cover of the 
apparatus. The inside of the chamber is 200 
centimeters long and 65 centimeters wide. The 
cover is curved and so constructed that it rests 
in the water seal; the closure between the cover 
and the base is therefore air-tight.* The high- 
est point of the cover is 52 centimeters from the 


depth, the apparatus 


bottom and the radius of curvature of the top 
is 34 centimeters. The pipe a, a, a, which leads 
directly to the spirometer or tension-equalizer 
and provides for the sudden expansion or con- 
traction of the air inside the chamber, enters 
through the cover near the ventilating fan i. 

The base is substantially mounted on wooden 
supports h, h, h. Through the bottom are con- 
ducted the pipes for = ventilating air-current, 
including the intake pipe Y and the outgo pipe 
X. Three small tube b, b, b also project 
through the bottom. These may be used for 
connection with the stethoscope, the pneumo- 
graph, or for any other purpose. 

There are in addition several openings in the 
cover of the apparatus. A window of plate 
glass e is placed in a recess of the cover and 
made thoroughly air-tight with physicists’ wax. 
This may be easily tested at any time by pour- 
ing a centimeter of water, d, over it. Provision 
is made for the insertion of the thermometers 
and psychrometer and for the insulated connec- 
tions for the electric fan used inside the cham- 
ber. In the top of the cover is a small water- 
sealed opening e, which may be used to pass in 
or take out small objects, such as a clinical ther- 
mometer, a glass of water, urine bottles, or sim- 
ilar articles, This small opening, or hand-hole, 
is of much practical benefit, also, in removing 
the cover from the apparatus, for if this hand- 
hole is not opened, it is practically impossible 
to lift the cover of the apparatus out of the 
water seal, owing to the atmospheric pressure. 
By simply removing the cover of the hand-hole | 
the entire cover of the apparatus may be lifted 
off in a few seconds without disturbing either 
the thermometers or the electrical connections. 
Experience has shown that it is possible to con- 
verse freely with the occupant of the chamber 
without a telephone, and the large window im- 
mediately above the subject gives an appear- 
ance of light and freedom, with absence of psy- 
chical disturbance, which is very much to be 
desired. 

With this hermetically sealed chamber it is 
obviously necessary to provide for a ventilating 
air-current and oxygen supply, unless the prin- 
ciple of Kaufmann“ is employed and the ear- 
bon dioxide is allowed to accumulate. This res- 
piration chamber lends itself admirably to tests 
by the latter method, if they are desired, as the 
spirometer which is directly connected with the 
chamber allows for an expansion of the air 
without loss of carbon dioxide or a diminution “of 
air. Such an experiment is, of course, limited 
by the increment of the carbon dioxide percen- 

. In actual practice, however, we in- 
variably ventilate the chamber by means of the 
universal respiration apparatus as shown in 


or! Fig. 1 and already described. Final adjustment 
the of the pressure inside the chamber is obtained 


by means of the petroleum manometer T (Fig. 
1). While the manometer is shown here as at- 


head | tached near the spirometer S, it may be located 
at any point near the large chamber without af- 
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* As the water seal has considerable — may be 
adjusted for large subjects by lifting the cover at eit end, 
as a whole, by mean of the pulley arrangement referred to lat 
giving the routine of an experiment, or by supports placed in 
water seal. In thus increasing the volume of the chamber it 
necessary only to make sure that the depth of water over the 
lower edge of the cover is sufficient for the complete exclusion of 
air. This will be found especially convenient in cases of 
or for heart cases. Usually it will be sufficient to lift only the 
end of the cover. The increase in the apparent volume of 
chamber is readily corrected for by a simple calculation. 
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fecting the principle underlying the method of 
measurement. 


CIRCULATION OF AIR INSIDE THE CHAMBER. 


To provide a gentle movement of the air 
which shall aid in the temperature control, thor- 
oughly mix the air in the chamber, and main- 
tain comfortable conditions for the subject, a 
rotary air impeller, i, of a standard type is in- 
stalled inside the cover of the chamber. The 
discharge from the blower is directed towards 
the curvature of the top in such a way as to 
blow directly on the wet bulb thermometer and 
provide for the maximum air movement and 
equalization of both temperature and composi- 
tion of air. It is necessary to operate this blow- 
er a half hour before the experiment begins so 
that it may be thoroughly heated to its ordinary 
running temperature. 


TEMPERATURE MEASUREMENTS AND CONTROL. 


An accurate and rapid temperature control 
for this chamber is of fundamental importance, 
even more important, in a sense, than the com- 
fort of the subject, for to obtain an exact meas- 
urement of the oxygen consumption, the differ- 
ence between the average temperature of the air 
inside the chamber at the beginning and that at 
the end of an experimental period must be accu- 
rately known. Theoretically an electrical resist- 
ance thermometer is to be preferred for obtain- 
ing these temperatures. As it was undesirable 
to complicate the apparatus further by the addi- 
tion of an electric equipment of this type, four 
good mercury thermometers, graduated in 
0.1° C., have been used and found to serve the 
purpose admirably. These are placed at differ- 
ent points in the chamber, the locations being 
indicated in Fig. 1 by ti, t., t., and t. The 
average readings of these four thermometers 
give a most satisfactory measurement of the av- 
erage temperature of the air in the whole cham- 
ber, particularly when the subject has been in 
muscular repose for at least 10 minutes prior to 
the final reading. 

To control the temperature normally the 
temperature environment of the room is held at 
such a point as to allow for a rate of normal 
heat radiation which will keep the temperature 
of the air inside the chamber not far from 22° 
to 23° C. In winter this is readily accomplished 
by a simple adjustment of the windows in the 
room. In summer it is more difficult, but for 
the greater part of the year it has been found 
practical to bring away the heat when necessary 
by placing a piece of moist cheese cloth over a 
portion of the top and directing the current of 
an ordinary electric fan over the surface. In 
all but the hottest days of the summer this 
method has proved most satisfactory. In any 
event, the rapid movement of a current of air 
over the outside surface of the chamber, either 
with or without the use of the damp cheese 


cloth, assists greatly in the temperature regula- | been 


tion. As will be seen later, however, the distri- 
bution and sensitivity of the thermometers is 
such as to compensate for consideyble tempera- 


ture change without affecting measure- 
ments, 


METHOD OF RECORDING THE PULSE-RATE, 


An accurate record of the pulse-rate is of fun- 
damental importance in all metabolism experi- 
ments and is an essential feature of practically 
every experiment in this laboratory. The usual 
method employed for such measurements, and 
the method which was used in the experiments 
with the clinical respiration apparatus, is for 
an observer to listen to the heart beat through a 
Bowles stethoscope attached to the ché@St of the 
subject. Connection with the earpiece used by 
the observer is easily made without change in 
the air-content of the chamber by means of one 
of the small tubes passing the bottom 
of the apparatus (see b, b, b). 


GRAPHIC RECORD OF THE MUSCULAR ACTIVITY. 

Practically all respiration experiments with 
the subject in the lying position are for com- 
parative purposes; an attempt is therefore made 
to have as nearly as possible identical conditions. 
A prerequisite for all comparison experiments 
is that the subject should be in complete mus- 
cular repose. The opinions of various experi- 
menters as to what constitutes complete mus- 
cular repose vary greatly; hence it has been 
necessary to obtain some graphic registration of 
the degree of repose. In experiments with res- 
piration chambers two methods have been used 
for this purpose, either a Fitz pneumograpli 
placed about the chest or thighs of the subject, 
or in both locations, and suitable connection 
with tambours and kymographs to give a 
graphic record of the movements, or the method 
used with the clinical respiration chamber, i.e. 
a special form of bed upon which the subject 
lies, with springs and bearings so adjusted that 
the slightest change in the centre of gravity in 
a lateral direction instantly registers by chang- 
ing the compression of a small rubber ball con- 
nected with a tambour and kymograph. With 
this latter arrangement the slightest muscular 
movement, even of the hand or foot, is instantly 
recorded, and occasionally even the respirations 
have been noted. Respiration experiments with- 
out such graphic proofs of the muscular repose 
are, we believe, entirely worthless. 


METHODS OF TESTING THE APPARATUS. 


The universal respiration apparatus and 
chamber just described, although extremely 
simple in principle, nevertheless have certain 
complexities, For experiments with patients, 
therefore, it is necessary to test completely the 
feasibility of the apparatus for measuring or 
indicating the several factors. Tests for the 
efficiency of the absorbing vessels have already 

described in connection with the detailed 


4 
. < 


Vout. CLXXIV, No. 25] 


BOSTON MEDICAL AND ,SURGICAL JOURNAL 


905 


description of the universal respiration appa- 
ratus. Since this method of measuring the res- 
piratory exchange involves a closed ventilating 
air cireuit and depends upon the measurement 
of the amount of oxygen introduced, any leakage 
of air either into or out of the chamber would 
vitiate the whole experiment. It is, therefore, of 
prime importance to know that the apparatus is 
absolutely air-tight so that when the cover is 
properly in place, no air can enter or leave the 
circulating air-current. Fortunately such tests 
are very readily made with this type of appa- 
ratus. 


By a consideration of the diagram given in 
Fig. 1. it will be seen that the entire ventilation 
current is in a closed circuit, the tension-equal- 
izer or spirometer allowing the volume to ex- 
pand or contract according to the variations in 
temperature, pressure, or actual volume of air 
inside the system. By reading the millimeter 
scale over which the pointer on the spirometer 
bell passes, variations in the apparent volume 
of the air in the chamber. may easily be noted. 

To test the tightness of the apparatus, the 
various parts are as in an experiment 
with a subject, and the ventilating air-current 
started. After the first few minutes, during 
which the air throughout the whole system will 
be attaining equilibrium, the bell on the spirom- 
eter should reach a constant level, and there- 
after the volume of air should remain abso- 
lutely constant unless affected by changes in 
temperature or atmospheric pressure, these be- 
ing indicated by the readings of the barometer 
and the several air thermometers. If the 
changes in the position of the spirometer bell 
cannot be accounted for by temperature or baro- 
metric changes, there is obviously a leakage of 
air into or out of the system, usually the latter. 
This may be found by testing the universal res- 
piration apparatus and the chamber separately. 

To test the efficiency of the universal respira- 
tion apparatus, especially when trying to locate 
a leakage of air, a water manometer, consisting 
of two glass tubes connected at the bottom by a 
short bit of rubber tubing and attached to a 
suitable standard, is found advantageous. With 
this device the slightest leak in any individual 
portion of the apparatus can readily be detected 
by applying pressure with a bicycle pump. 
When the respiration apparatus has been prop- 
erly installed, with accurately fitting rubber 
gaskets and conneeti and suitable inspection 
is given from time to time, there is no occasion 
for leakage, and such an occurrence can inva- 
riably be ascribed to faulty technic. 


To find whether or not the defect is in the jec 


chamber, the two ventilating pipes Y and Z (see 
Fig. 1) may be shut off, leaving the chamber 
connected only with the spirometer. Under 
ideal conditions, with no temperature or baro- 
metric changes, the volume of the spirometer 


will remain constant for an indefinite length of 
time. To hasten the detection of a leak, it 3 
been our custom to place 8 
grams in weights upon the top of the spirometer 
bell and thus produce a slight pressure in the 
chamber. With the semi-circular window used 
in the earlier development of the chamber, leaks 
were occasionally found between the wax and 
the sheet of celluloid used for closure, but none 
were detected at any other point in the cover. 
In the first base constructed a leak was found 
by pouring gasolene into the base and noting 
where it . The openings were so small, 
however, that they could not be detected by the 
use of water as it would not pass through them. 
Under ordinary conditions, if properly con- 
structed, the chamber remains absolutely tight 
indefinitely, but it is desirable to inspect occa- 
sionally the wax closure of the window. 

In tests for leakage, temperature and baro- 
metric changes are invariably to be expected, 
and hence it is necessary to compute the volume 
of the chamber and make corrections for these 
changes. The volume of the chamber may be 
found by simple computations based u the 
dimensions of the chamber or by the chemical 
method of introducing a weighed amount of 
carbon dioxide from a small bottle of the lique- 
fied gas and then computing the volume of the 
chamber from an analysis of the gas. For all 
practical purposes the method of computing the 
volume from the dimensions of the chamber is 
sufficiently accurate. 

In testing the respiration chamber, weights 
have been placed not only upon the top of the 
spirometer bell, but likewise on the counter- 
poise of the spirometer so as to produce a nega- 
tive pressure; indeed, tests have been made 
with weights in both positions. Even when 
there is an increased pressure inside the cham- 
ber there is no change of air from the enclosed 
volume in the chamber to the outside air, thus 
res- showing that, when properly constructed and 
tested, the apparatus is independent of external 
atmospheric conditions, 

In actual experimenting, the spirometer is 
connected in series with the chamber and deli- 
cately counterpoised so that the air in the cham- 
ber is practically under atmospheric pressure. 
Indeed, ‘ measurable differences between the 
pressure in the chamber and the atmospheric 
pressure are not detected save by the 1 
delicate petroleum manometer shown in Fig. 1 

The significance of a leak should be 
emphasized, for if the volume is reduced by the 
loss of air out of the system, oxygen is added to 
take the place of the air thus lost. As the oxy- 
gen introduced is measured by the meter and is 
considered as having been consumed by the sub- 
t, it will be seen that such loss of air vitiates 
the accurate measurement of the oxygen con- 
sumption. Conversely, if air leaks into the sys- 
tem the amount of oxygen added and measured 
is too small. So far as the respiration chamber 


itself is concerned one may confidently state 
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that, with proper construction, neither of these 
disadvantages may be expected. 


CONTROL TESTS. 


Having tested separately the universal respi- 
ration apparatus and the respiration chamber, 
and having found them tight, it is necessary to 
demonstrate further the. efficiency of the appa- 
ratus for measuring the respiratory exchange 
and particularly the respiratory quotient by 
making a series of control tests. The control 
tests used for the clinical respiration apparatus 
were, in the main, of two types, either chemical 
tests in which definite quantities of alcohol or 
ether were burned inside the chamber, or phys- 
iological tests with animals either fasting or 
after surfeit feeding. 


ALCOHOL CHECK TESTS. 


The use of ethyl alcohol of known composition 
for testing the accuracy of respiration chambers 
is of long standing. The alcohol test may be used 
in two ways. When the respiratory quotient is 
alone of interest, alcohol may be burned in the 
chamber and from the ratio between the carbon 
dioxide produced and the oxygen consumed, the 
accuracy of the apparatus for studying the res- 
piratory quotient is determined. Thus the 
theoretical respiratory quotient of alcohol is 
0.667. In other words, for every liter of oxygen 
absorbed in the combustion of alcohol there 
should be produced 667 c. c. of carbon dioxide. 
In this type of test it is unnecessary to note the 
weight of alcohol burned as only the ratio be- 
tween the oxygen and the carbon dioxide is de- 
sired. This test is made very rapidly, and if 
there is a leak in the chamber or an error in the 
oxygen introduction or in the absorption of car- 
bon dioxide, the respiratory quotient of the alco- 
hol will be distinctly affected. During the win- 
ter of 1914-15, a very large number of alcohol 
check tests of this type were made in which res- 
piratory quotients materially different from the 
theoretical quotient were but rarely found. 

The second type of alcohol test includes the 
measurement of the amount of alcohol intro- 
duced. From the weight of alcohol used, to- 
gether with its specific gravity and percentage 
composition, the theoretical value for the car- 
bon dioxide produced, and the oxygen consumed 
may then be computed, and these values in turn 
compared with those actually found by measure- 
ment with the respiration chamber. The results 
obtained during most of the winter of 1914-15 
for this type of experiments were distinctly un- 
satisfactory, for almost invariably only about 
95% of theory was found, although usually the 
same error was observed for both the carbon 
dioxide and the oxygen. The discrepancy was 
finally explained by the fact that the burette 
through which the alcohol was introduced into 
the chamber had been subjected throughout the 
tests to the rapid current of air produced by the 
fan used outside of the chamber for equalizing 


the temperature conditions. This caused a va- 
porization of alcohol from the burette, which 
does not occur under the usual conditions of 
making alcohol check experiments. During the 
summer of 1915 alcohol check tests were made 
frequently with this apparatus by Mr. L. E. 
Emmes and Miss M. A. Corson of the Nutrition 
Laboratory staff, and theoretical values were 
regularly found for both the carbon-dioxide pro- 
duction and the oxygen consumption. As dur- 
ing the winter we were unable to locate the diffi- 
culty, recourse was had to tests with ether. 


ETHER TESTS. 


The use of pure ether for testing the accuracy 
of the respiration apparatus was, we believe, first 
noted in the description of the original univer- 
sal respiration apparatus.’. For testing the 
original apparatus a small combustion chamber 
for burning ether was devised. Practically the 
same principle as there described was employed 
in the tests of the clinical respiration apparatus 
except that small glass bottles with stopcocks 
fused into them were substituted for the sul- 
phur-dioxide tubes previously used. 

The arrangement for conducting these ether 
tests is shown in Fig. 2. A small current of air 
was taken from a petcock inserted just before 
the valve V, in the pipe leading to the carbon- 
dioxide absorbing system. (See Fig. 1.) This 
air, which is normally under pressure, was made 
to bubble at will through either one of two 
weighable glass bottles, B or B’, containing 
ether, the flow being controlled by the stopcocks 
A and A’. As the air bubbled through the ether 
it became saturated with ether vapor, and this 
gas was passed through the tube b in the base 
of the chamber to a micro Bunsen burner G in- 
side the chamber, protected from drafts by wire 
gauze. At the end of each experimental period 
the current of air was deflected from one glass 
bottle to the other. In this deflection it was 
quite possible that, even with the most favorable 
conditions, the burning ether flame would be ex- 
tinguished ; accordingly provision was made, as 
in earlier ether tests, for keeping up the ignition 
by a high tension electric spark from the ter- 
minals of two well-insulated wires w. w 
through the base of the chamber. Under these 
conditions ether could be vaporized and burned 
inside the chamber in known amounts at will. 

The results of a typical ether test made by 
this method are recorded in Table II, and show 
that the apparatus gives most satisfactory re- 
sults not only for the respiratory quotients of 
burning ether, but likewise for determining the 
total amounts of carbon dioxide produced and 
oxygen consumed for comparison with the theo- 
retical amounts. In consideration of the results 
obtained in these ether tests, we felt justified in 
believing that our apparatus was structurally 
and technically sound for the determination of 
respiratory quotients, and that we could proceed 
with the physiological tests. 
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16. 2.—Apparatus used in ether check tests. 


stopeocks controlling the 
introduced into the chamber; G, micro Bunsen burner with wire gauze screen ; 


of air 


B, B’, ether reservoirs; A, A’, 


— 


PHYSIOLOGICAL TESTS. 


Naturally the first physiological tests were 
those made with human subjects. It so hap- 
pened that certain of the individuals first placed 
inside the chamber were patients with severe 
diabetes with whom respiratory quotients were 
obtained which seemed to us at that time abnor- 
mally high. These diabetics had been subjected 
by Dr. Elliott P. Joslin to the most interesting 
and successful Allen treatment which, as will be 
seen later, almost invariably results in increas- 
ing the respiratory quotient. Since the quo- 
tients were so much higher than those obtained 
in previous experiments in this laboratory with 
severe cases of diabetes, a strict search was made 
for possible physiological errors in the use of 


the apparatus,* a number of tests being made. 


with animals. 

One of the first tests was made with a dog who 
had been without food for some hours. This gave a 
series of quotients of 0.75, which was fully in 
line with what would be normally expected. As 
the Nutrition Laboratory has for the past two 
years made a large number of experiments with 
fasting geese and also with geese after surfeit 
feeding, the preliminary experiment with a dog 
was immediately followed by a long series of 
experiments with geese. Usually six fasting 
geese were placed in a special cage and put in- 
side the clinical respiration chamber. The res- 
piratory quotient was then determined under 
various conditions of temperature, ventilation, 
humidity and duration of fasting. The quo- 
tients for the experiments with geese are given 
in Table III. The results, when compared with 


TasBLe IIIL.—SUu MARY OF MEASUREMENTS IN A 
CAL EXPERIMENT WITH FasTING GEESE} IN THE 
CLINICAL RESPIRATION APPARATUS, 


Manch 5, 1915. 
Duration of Carbon Diox. Oxygen Respiratory 
Period. Produced. Consumed. Quotient. 
Mins. Secs. Liters. Liters. co, 
Og 
46 36 8.66 12.06 0.72 
45 8 8.02 11.04 
47 36 8.00 11.47 71 


+ Ten geese which had been without food for about 11 days. 


respiratory quotients obtained for the same 


geese in long experiments with the bed calori- 
The apparently — respirat quotients obtained with 
the cases of severe diabetes led to a careful comparison of this appe- 
ratus with the a irat * apparatus with mouth and 
nose-breathing and particularly with the Tissot respiration appa- 
ratus. In these comparisons we were especially * a Mr. H. L. 
— — our thanks are likewise due to Dr. T. — and 
arly to Dr. E. F. DuBois “for their helpful critha Dr. 
lliott of his advice end 


Duration of Ether 
Period. Burned. 
Mins. Secs. Ems. 


51 4 10.12 
56 29 10.18 


but was also a ject of compa 
TABLE I1.—SUMMARY OF MEASUREMENTS IN A TYPICAL ETHER CHECK TEST OF THE 

CLINICAL RESPIRATION APPARATUS, 

Found. Theory . Found. Theory. (Theory 0.666). Dioxide. Oxygen. 
Gms, Gms. Gms. Gms. 
23.38 24.04 25.87 26.23 0.657 97.3 98.6 
24.00 24.19 26.06 26.38 0.670 99.2 98.8 
20.78 20.60 22.67 22.47 0.667 100.9 100.9 


51 19 8.67 


1 
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meter, were found to be practically identical, 
thus verifying the results obtained with the clin- 
ical respiration apparatus. 

As a supplementary study an attempt was 
made to alter arbitrarily and definitely the res- 
piratory quotient of geese by surfeit feeding. 
Again it was found that the respiratory quo- 
tients which had been observed with the bed 
calorimeter were likewise obtained under similar 
conditions with the clinical respiration appa- 
ratus. Finally a man was placed inside the 
chamber, and after the respiratory quotient had 
been determined in a series of periods to provide 
a base line, a sugar solution was given. Follow- 
ing the ingestion of sugar, the same elevation of 
the respiratory quotient was observed as had re- 
peatedly been found in similar experiments with 
other types of respiration apparatus in this lab- 
oratory. 
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(To be concluded). 


CHOLECYSTOSTOMY VS. CHOLECYSTEC- 
TOMY.* 


By F. B. Lunp, M. D., Boston. 

On no important question in surgery is there 
less agreement among men of experience and 
skill than on the indications for cholecystec- 
tomy. In the early days of operative interfer- 
ence, “holecystostomy was always done and the 
removal of the gallstones was thought to be the 
important matter, and was so, fortunately, in a 
majority of the cases. As time went on, how- 
ever, we were confronted with gallstones with- 
out symptoms, symptoms without gallstones, 
recurrence of symptoms after removal of gall- 
stones; nay even with recurrence of gallstones 
after operation, and even the post-oper- 
ative development of cancer. We learnd that, 
while gallstones crystallized around clumps of 
bacteria and epithelium, and were, therefore, 
the result of infection, infected bile being found 
in a majority of acute cases, and the bacteria 
ranging from streptococcus to the influenza ba- 
cillus, the real infection which produced chole- 
cystitis came by the blood stream and was sit- 
uated in the walls of the gall-bladder and not 
in its interior; that drainage would naturally 
Gastroenterological Association, 


* Discussion before the American 
Washington, D. C., May 8, 1916. 


In regard to 
t admit that in case of cholecystitis without 


then only temporarily relieve the symptoms 
superinduced upon a cholecystitis by the plug- 
ging of the cystic duct by a stone; that 
unless the infection subsided, it was not cur- 
ative. The enlargement of the glands about 
the cystic and common duct is evidence of 
infection. The advantages of cholecystostomy 
were and still are: (a) that it is often a simpler 
and safer operation, especially in fat patients 
with deep chests and high livers, the not infre- 
quent bronchitis, nephritis, ete.; (b) that it pro- 
vides an easy drainage to the surface for septic 
bile which has been blocked off by obstruction 
of the common duct due to stone or external 
pressure ; (c) that in case of (1) stricture of the 
common duct, or (2) pancreatitis, it affords a 
simple and comparatively safe method of re- 
lieving the condition. In regard to advantage 
(a), the easier technic, it may be said that in- 
creased familiarity with the operation has en- 
abled many surgeons to acquire such skill in 
cholecystectomy that in a large proportion of 
cases, it is as simple and safe as cholecystos- 
tomy; the choice of the suitable cases requiring 
a real surgeon, however, and not an amateur. 
(b), drainage of bile, we must 


jaundice, the supposed necessity of the drainage 
of bile was an error. Why drain outside when 
the common duct is clear and the bile passing 
freely into the duodenum? Can we not re- 
member the weeks of bile drainage to which our 
unfortunate patients used to be subjected? The 
cases in which we remove the gall-bladder and 
tie the cystic duct do just as well. Often no 
bile drainage takes place and the wound heals 
quickly ; often in a few days there is a gush of 
bile along the drain carried down to the duct; 
in other words, if drainage is needed, it takes 
care of itself. 

(e) The need of the gall-bladder for pur- 
poses of duodenostomy for common duct stric- 
ture or pancreatitis; this is not really against 
cholecystectomy in suitable cases, but against its 
indiseriminate employment in cases where com- 
mon duct stricture is likely to develop or in 
which pancreatitis is present. 

In a case where stones in the common duct 
require an incision therein, there is always a 
possibility of stricture, and in these cases the 
gall-bladder, unless too hopelessly diseased, 
should be spared. It may be needed for a sec- 
ond chol . In eases in which we 
find a swollen pancreas, ‘the so-called interstitial 
pancreatitis, the gall-bladder should also be 
drained and not removed, because we may — 

t Un- 
less we have stones actually i in the common duet 
and have to open it, we need not worry about 
stricture of the duct developing. In cases of 
simple cholecystitis, the removal of the gall- 
bladder will be a preventive treatment for com- 
mon duct disease, for it will prevent recurrence 
of stones, with the possible entrance of the 
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latter into the common duct, with the results 
hereinbefore mentioned. Unfortunately, in a 
large majority of cases of common duct stones, 
the gall-bladder is so thickened and contracted 
that its efficient use for drainage is impossible, 
and the question of removal is, therefore, not 
affected by these considerations. 

The recent experimental demonstration that 
after cholecystectomy in animals a so-called 
compensatory dilatation of the common duct 
occurs, has led to the suggestion that cholecystec- 
tomy instead of cholecystenterostomy would be 
the proper procedure in chronic pancreatitis. 
The loss of the function of the gall-bladder as a 
pressure regulator is the alleged reason for the 
dilatation of the common duct after its removal. 
It seems doubtful if the dilatation would take 
place under the actual conditions of pressure on 


— 


1. In cases of very thick, acutely inflamed, 
bright-red, or gangrenous gall-bladders due to 
impaction of a stone in the cystic duct. 

2. In cases of chronically thickened gall. 
bladders. Here (a) the thick walls cannot con- 
tract and drive out the bile, so that what bile 
gets back into the gall-bladder it is sure to stag- 
nate there; and (b) after cholecystostomy, the 
walls do not contract, so that we get a mucous 
sinus for a long time or forever. 

3. In cases of gall-bladders very much dis- 
tended with clear fluid from impaction of a 
stone in the cystic duct. Here the duct has 
been closed and probably ulcerated and stric- 


tured by the irritation of the stone, so no bile © 
usually 


gets back. In these cases, removal is 
technically simple. 
4. Whenever suspicion exists of malignant 


the thin-walled duct by the swollen head of the | disease 


pancreas. As a preventive of pancreatitis, how- 
ever, the removal of the gall-bladder, by favor- 
ing dilatation of the duct and providing free 
drainage, would appear to have a favorable in- 
fluence. 

We all remember that on largely empirical 
evidence some fifteen or eighteen years ago, cer- 
tain surgeons were advocating the removal of 
the gall-bladder in the majority of gallstone 
eases, and that for years the influence of the 
Mayo Clinic was against this, as not providing 
drainage. Accumulated experience, however, 
has shown that recurrence of symptoms after 
cholecystostomy, especially in cases of cholecys- 
titis without stones, is far from uncommon. 
Certain men of experience have roughly rated 
it as 25%. The reason for this is evident, if, 
as we now believe, the infection is in the wall of 
the gall-bladder and not in the bile. Actual 
recurrence of gallstones is also not uncommon. 
I have personally re-operated and found gall- 
stones from five to six years after operations of 
my own, in which I feel certain the stones re- 
formed and were not left behind. 

The subsequent development of cancer in a 
gall-bladder from which stones had been re- 
moved has occurred five times in my experience. 

We learn now that the procedure in the Mayo 
Clinie has so changed that cholecystectomy is 
performed in 90% of the cases, an interesting 
commentary on the modern trend; but we also 
learn that many surgeons of prominence and 
skill do not endorse cholecystectomy in so large 
a proportion of cases. 

In the matter of the advantages, and, what is 
even more important, the safety of cholecystec- 
tomy in any given case, the surgeon must be his 
own judge, using his own experience and 
knowledge as his guide. Blind adherence to the 
so-called dictum of any authority is not only 
unsafe but often fatal in this most complicated, 
interesting, and important branch of our art. 

Cholecystectomy is indicated in the following 
cases: 


5. In chronie choleeystitis without stones, 
but with moderate thickening and ulceration of 
the mucous membrane, giving little yellow spots 
on the mucous the so-called ‘‘straw- 
berry gall-bladder.’’ These do not get well 
with drainage alone. 

6. In chronic cholecystitis without stones 
but with adhesions to the surrounding organs, 
especially the pylorus, which cripple the latter 
and cause symptoms. Here, also, drainage 
alone is only temporarily efficient. The gall- 
bladder is a constant focus for low-grade infec- 
tion and adhesions, which will continue to form 
and perhaps to spread until its removal; all 
these processes being attended with discomfort 
and invalidism to the ‘possessor of the organ. 


— — 


Clinical Bepartmemt. 


REPORT OF A CASE OF SACRO-ILIAC 
STRAIN FOLLOWING SYMPHYSIOTOMY. 


By F. Painter, M.D., Boston. 


THERE have been differences of opinion in the 
medical profession regarding the possibility of 
lesions of the sacro-iliac joint ever since atten- 
tion was called to its possible injury or luxation. 
By a considerable part of the profession there 
has been a tacit agreement that lesions of this 
articulation are possible; that in a certain few 
instances such lesions as have been described are 
demonstrable by physical signs peculiar to them- 
selves, but in a majority of cases the diagnosis 
of this condition will have to be made upon the 
results of treatment of a like nature to that 
which admittedly brings relief to patients who 
have demonstrable sacro-iliac disturbance. A 
small part of the profession rejects the evidence 
offered to prove that such lesions exist, whereas 


a very few, among whom are some anatomists, 
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declare emphatically that such lesions could not 
possibly oecur because there is no such thing as 
a sacro-iliac joint and there is no mobility pos- 
sible between the bones in this region. It is in 


sacro-iliac joints are not uncommon and in these 
cases the evidence of the effect of slight mobility 


accordance with the history of many new con- | Joints. 


ceptions in medicine that this should have been 
received in this manner. It is time, however, for 
one who seeks to interpret clinical observations 
in this region to abandon the ground that there 
can be no such lesions, because there is no such 
joint, for both the existence of the joint and the 
possibility of motion in it are capable of proof. 
It is true that the joint is not like any other 
joint in the body, though it possesses ligaments 
and interarticular structures that are similar 
to, if not a duplication of, the tissues interposed 
between bones in any of the other large articula- 
tions. I fancy that the reluctance to accept, as 
proof, any of the arguments offered to establish 
the identity of this joint rests upon the feeling 
that in order to predicate an articulation one 
must be able to demonstrate motion between the 
bones that compose it. The very nature and 
location of this particular articulation make’ it 
impossible to demonstrate such motion by the 
pursuit of those methods ordinarily applicable 
to a joint in which it is desired to demonstrate 
mobility. As for dislocations of the sacro-iliac 
joint, they undoubtedly do not occur except 
where the violence is very great, so great in fact, 
as to crush the pelvis more or less extensively. 
The slight luxations which may occur and which 
are consistent with the structure of the sacro- 
iliac joint could not reasonably be expected to 
give rise to any outward evidence of their exist- 
ence. In any of the joints of the body at which 
luxations or dislocations occur the degree of the 
displacement is, in a way, proportionate to the 
amount of motion of which the joint is capable. 
A joint with a small range of motion would be 
capable of being displaced to a very slight de- 
gree. A deeply-seated joint, such as the sacro- 
iliac, possessing only the slightest possible mo- 
tion, shows practically no sign that could be 
interpreted to mean luxation. Even the radio- 
graph reveals nothing, for the reason that those 
indications which might be looked upon as evi- 
dences of this are so slight that they are well 
within the limits of error in the taking of pie- 
tures and could not fairly be admitted as evi- 
dence on this point. 

It is because so much question has been raised 
by those who are skeptical about the existence of 
sacro-iliac mobility that the following case 
seemed to be worth 2 The existence of 
motion in these joints was first claimed by ob- 
stetricians. That, as has already been said, there 
is no demonstrable motion recognizable by any 
tests that it is possible to make in the normal in- 
dividual is unquestionably true. Occasionally 
in very severe traumatisms there is an actual 
displacement of these articulations such as has 
been seen in cases where fractures of the pelvis 
have been sustained. Chronic sprains of the 


four years — Bg she was 2 by the 
She was of a rather 


nancy there were no — 
labor proved so difficult that symphysiotomy — 


slow and painful, and she experienced t difficulty 
in walking. She was almost —5 

Pain in the lower back was severe, and there was 
pronounced sense of instability in the low back — 
hips. She been a very active woman, and the 
discomfort caused by the attempt to follow out the 
accustomed activities of her life plus those incident 
to the care of an infant wore on her a great deal, 
and made a nervous invalid of her after two years. 
She persisted in being active partly because she 
thought she ought, and partly as a result of advice 
given n the basis of her neurasthenic tenden- 
cies. ical exhaustion following upon the 
forced activities which were prescribed and the pain 
referred to the lower back, buttocks and thighs, 
finally forced her to give up, and it was at this junc- 
ture that the writer first saw her in the fall of 1914. 

She was an extremely héalthy appearing young 
woman. Color good, rather over weight, but of fair 
muscular tone. In walking there was no notable dis- 
turbance of the gait. The back on inspection pre- 
sented nothing abnormal either in contour or mo- 
bility. There was tenderness to pressure over 
the base of the sacrum and along the line of juncture 
of the sacrum with ilia. lying down 
thigh flexion with the extended leg caused some pain 
in the low back and at the symphysis pubis. It was 
also slightly tender over the symphysis to deep pres- 
sure. Motion of the hips i in all direction was nor- 
mal. Forced sion of thigh caused 
pain at the symphysis pubis. 

An x-ray of the sacro-iliac region shows a wide 
separation at the symphysis (nearly one inch), = a 
marked lipping of the sacrum and ilia at the sacro- 
iliae joints. caused apparently by the abnormal mo- 
bility. slicht though it was, of these articulations 
resulting from the separation at the symphysis. The 
sense of insecurity in the pelvic joints was un- 
doubtedly explained by this abnormality. 

As she was too stout for mechanical measures to 
offer very much likelihood of relief, it was decided 
to try and render the pelvic articulations more stable 
by wiring the symphysis. The day before the opera- 
tion a plaster model of the lower back, the buttocks 
and both thighs was taken. This was re-inforced on 
the posterior half and the anterior half was cut 
away so that after the operation she could be made 
to lie in this plaster shell. 

Under an ia a transverse incision was 
made over the symphysis about 4% inches in length. 
The two bones were found separated somewhat more 
than an inch and the intervening space was filled 
with fibrous tissue. By lateral com ion over the 
trochanters after the removal of brous tissue 
and refreshing 


rtilaginous surfaces were roughened 
“chet, 


22 
in these articulations is clearly shown by the 
production of lipping at the periphery of these 
The patient who is the subject of this report is a 
t child 
writer. 
pe, who 
result to child and mother. Convalescence was ve 
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Note the lipping of the bone at the lower end of the sacroiliac joints. Also 
pubic bones 


are certainly three 


of the pubes almost . A heavy silver wire 
was passed through ramus about *4 of an inch 
proximal to their articulating surfaces, and while 
the bones were crowded together by an assistant, the 
wire was drawn tight and twisted with the knot on 
the side away from the pelvis. A few stout animal 
tendon sutures were made to bridge over the gap 
and reinforce the silver wire. The wound was closed 
tightly with silk worm gut and a tight swathe was 
applied, exerting its pull on the pelvic bones in such 
a fashion as to prevent their gaping. The patient 
was put back to bed in her plaster, posterior shell, 
and compelled to maintain that position for two full 
weeks. At the end of that time she was permitted 
to be moved a little from side to side, still in her 
cast. Convalescence was uneventful except for some 
difficulty in micturition at first. This was overeome 
in a few days. At the end of three weeks she was 


removed to her home, and for the next six weeks she | jected 


remained recumbent. After that, for the following 
month, she moved cautiously and gradually im- 
proved, so that she went about more and more. Her 
nervousness became less and she was able to walk 
with freedom and quite comfortably. 

She has now no trouble at the seat of the suture 
and she can walk just about as rapidly and as well 
as ever. There are now no symptoms and the pa- 
tient is quite as active as her custom had been. 


As has been said earlier in the paper, one of 
the most striking features in the case has been 


the evidence of hypermobility at the sacro-iliac 
joints; this was associated with a severe backache 


and gave ocular evidence of its existence by the 


pronounced lipping of the sacro-iliac joints, as 
shown by the x-ray. It may be maintained that, 


even though one admits the validity of the claim 
that motion in these joints is evidenced by the 
lipping of the bones making up the joint, this is 


due to the fact that there was no connection at 
the symphysis. There never is a bony connec- 
tion and though the abnormal separation in this 
patient may, and undoubtedly did, aggravate 
the already existing mobility, still there is abun- 
dant evidence that these joints are in existence 
and I submit have been subjected to the diseases 
to which other joints of the body have been sub- 
j No better evidence is needed than this 
in proof of the existence of these joints; and if 
2 then motion must follow to some degree 
at least. 

Such a case as this cannot, now at least, be of 
very common occurrence. Aside from its inter- 
est from the clinical standpoint, it has been very 
instructive as furnishing proof of the reality of 
mobility at the sacro-iliae joints, thus going far 
to prove that though unlike other articulations 
they resemble them in their essential features. 


,_ 
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AMERICAN MEDICAL ASSOCIATION. 


THE sixty-seventh annual session of the 
American Medical Association was held last 
week at Detroit, Mich., from June 12 to 16, 
and the programs of scientific sections and of 
affiliated and non-affiliated organizations were 
carried out successfully. Over 5,000 members 
of the Association were in attendance. Prin- 
cipal addresses were made by Dr. Albert L. 
Van der Veer, of Albany, N. Y., who succeeded 
the late Dr. William L. Rodman of Philadel- 
phia as president of the Association, and by Dr. 
Rupert Blue, the new president. 

It is interesting to compare these addresses 
with the annual discourse for the Massachusetts 
Medical Society at its recent session by Dr. 
David L. Edsall, which is published as the 
leading article in this issue of the JOURNAL. 
Dr. Van der Veer spoke chiefly of medical pre- 


eee. trol those diseases which are already 


relations of medicine to the community. Dr. 
ive Blue, in his presidential address, perhaps with 


less of a backward glance, concerned himself 
rather with the larger problems of the medical 
profession now insistent for solution. At some 
length he considered the subjects of medical 


and sanitary education and preparedness, the 


possibilities of enlargement of the usefulness 
of hospitals, the improvement and standard- 
ization of medicinal preparations. He consid- 


ſered also the more domestic topics of health 


insurance, industrial hygiene, rural sanitation 
and public health organization. With refer- 


.| ence to the latter he pointed out, in closing, the 


part which the American Medical Association, 
and physicians generally, should take in future 
efforts towards the solution of these problems. 


„The great effort of the future must be in 
the direction of the improvement of the inter- 
nal health of the nation. We are possessed of 
an adequate coast defense against disease from 
abroad, and what we must do now is to con- 
with us. 
In this we require the qualified health officer 
and the educated public. A part of this edu- 
cation may be secured by the printed and the 
spoken word, but the great agent in public edu- 
cation is demonstration. This Association is in 


to|a position, touching as it does every stratum of 


society in this broad land of ours, to carry this 
work forward to ultimate fruition. This is an 
obligation on our profession, a sacred duty laid 
on the followers of the healing art. Though we 
minister to the sick and bind up the wounded, 
though we bring sight to those who see not, and 
alleviate the suffering on the bed of pain, yet 
our duty is not done until we have put forth 
our best endeavor to the end that sickness and 
pain and blindness be not. Poverty and ig- 
norance, squalor and intemperance, cruelty and 
greed,—these are the enemies which we as. in- 
dividuals and as a profession must combat. As 
citizens who would maintain our nation in a 
condition of preparedness against its greatest 
enemy,—disease,—it is our duty to perform not 
only our legal obligations as physicians, but to 
bend our every energy to the prevention of dis- 
ease. No selfish or half-hearted service will suf- 
fice. Nothing short hole-souled devotion 
to this duty will satisfy ideals which have 
been passed down to us by generations of self- 
sacrificing, public-spirited physicians who love 
their fellow men. The American Medical Asso- 
ciation represents the crystallization of these 
ideals. If it permits no self-seeking interest to 
dominate its actions, if it maintains its plane 
of high altruism, if it devotes itself. with 
strength of purpose to the betterment of the 
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public weal, it will prosper in the future as 
in the past, serene and sure in the satisfaction 
of work well done. Let our deliberations be so 
imbued with that broad spirit of charity and 
brotherhood that the name of the physician 
shall be revered. 


Dr. Blue referred also, in his address, to the 
death of four leading physicians in the United 
States during the past year, whose loss is felt 
by the profession at large,. Dr. Edward L. 
Trudeau, Dr. George M. Sternberg, Dr. 
Henry B. Favill and Dr. William L. Rodman. 


— 


THE PROBLEM OF THE 
CONVALESCENT. 


Ir is a common experience with those who 
deal with large groups of cases in the dis- 
pensary or in the open ward to feel that the 
eases are not properly rounded off. They get 
over the acute illness, the painful symptoms are 
relieved and, to make room for other cases, they 
are discharged into the world to take up the 
economic struggle again, unfitted though they 
may be. Of course in most of our private cases 
the period of convalescence means merely a 
time of idling about, reading, taking rides, the 
object of commiseration by friends and rela- 
tives, but in these other cases there is no 
such possibility. Once deprived of the care of 
the hospital, they must go back to their daily 
work again or else drift into pauperism. One 
would, of course, like to keep such cases in the 
hospital much longer, but the problem of room 
for the acute cases is usually an urgent one 
and beds are at a premium. The best we can 
do is to urge them to return to the hospital 
dispensary regularly, but we know that this is 
in many cases impossible. 

Writing in the Modern Hospital for June, 
Dr. Frederie Brush calls attention to this prob- 
lem, for which he believes there are two main 
methods of solution. These may be called the 
home and the institution methods. The home 
method is an amplification of the ‘‘follow-up’’ 
system of many hospitals and comprises in- 
struction of the family in the management of 
such cases. The advantages are the tonic ef- 
feet of going home on the patient, the pres- 
ervation of the family, as well as its hygienic 
education and the economy, as compared with 
the other method. 

The convalescent hospital is the solution of 


the problem for those cases not suitable for 
home convalescence. It is especially designed 
for the following classes of cases: Surgical 
dressing cases, selected cardiac and rheumatic 
cases, post-typhoid cases, tuberculosis, espe. 
cially of bone and kidney, and certain mental 
eases. Such an institution should be located 
in the suburbs of a city, where it could combine 
plenty of acreage with accessibility to a large 
city hospital, with which it should be connected. 
Dr. Brush is superintendent of a hospital of 
this kind, and finds it suitable for cases re- 
cently operated on for empyema, pyeloneph- 
ritis, recent fractures, and other cases not ordi- 
narily associated with such a hospital. He finds 
that patients such as sailors and laborers, recover- 
ing from such a disease as typhoid, make rapid 
recoveries, instead of deteriorating socially, as 
they too often do when discharged directly into 
a large city; and such patients prove extremely 
grateful and are among the best testimonials to 
the efficacy of the hospital. 

Dr. Brush believes that in New York about 
10,000 adults should take advantage of the con- 
valescent hospital every year, although, as a 
matter of fact, only 500 actually do. Co- 
operation must be obtained from large employ- 
ers of labor, from school authorities and from 
social workers everywhere. 


SMALLPOX IN GERMANY. 


THE Imperial Bureau of Health for Germany 
makes an exhaustive report on smallpox in that 
country for the three years 1911-1913, inclusive. 
During this three-year period there were regis- 
tered 718 cases, the best year being 1913, when 
there were only 90 cases, the lowest since regis- 
tration began in 1896, with one exception. 

The comparative frequency of smallpox 
among the vaccinated and unvaccinated is; of 
course, interesting. Unfortunately, there is no 


way of estimating, even approximately, the 


ratio of one class to the other numerically, but 
it seems safe to say that the vaccinated out- 
number the unvaccinated by many times to one; 
so that when we find 113 cases among persons 
known to be unvaccinated and 574 among the 
vaccinated the superficial inference is untrue. 
Of the 574 among the vaccinated, too, we find 
nine cases vaccinated without result, 27 vacci- 
nated too late, and 42 revaccinated too late. 
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There remain 235 cases vaccinated once and 261 
revaccinated. In many of these cases vacci- 
nation had been done a great many years be- 
fore; for instance, there were two cases of 47 
and 51 years, respectively, each of whom had 
been vaccinated at 12. 

The disease showed a much milder course 
among the vaccinated and the mortality was 
less. Thus there were 39 deaths among 113 un- 
vaccinated, a mortality of 54.5%, while among 
the vaccinated ones there was a mortality of 
only 4.2%, and among those revaccinated it 
was only 3.8%. Among those cases which re- 
covered, the disease took a lighter course in the 
vaccinated. In 73 unvaccinated cases, where 
the nature of the course was known, 40 cases 
were severe and 33 mild. On the other hand, 
of 223 cases vaccinated once, the course was 
mild in 159 and severe in 64. Of 251 cases re- 
vaccinated, the disease took a milder course in 
192 and was severe in only 59. 

The moral of the above is easy to point. It 
has been dwelt upon from time to time by 
health authorities and illustrated wherever a 
nation or a community issues a report such as 
the above; in spite of which, crusades are still 
organized against vaccination. 


—ä6 — 


MUTISM FOLLOWING TRAUMA. 


A GREAT many conditions having their origin 
in emotional stress acting upon a neurotic con- 
stitution arise during the course of a great 
war such as the present one, and on account of 
their frequency are often not recognized as be- 
1 identical with the same conditions appear- 
ing at intervals only in time of peace. There 
have been, for instance, many cases quoted of 
mutism following shell explosions, and the 
question has arisen just how much of the symp- 
tom picture is hysterical and how much is due 
to disturbances in atmospheric pressure acting 
upon the nervous system. 

In the Lancet for May 20, Dr. Arthur J. Hall 
cites the ease of an II- year-old boy who was 
subjected to a series of emotional shocks. He 
was knocked down by a taxi-cab; about a year 
later was in Hartlepool when that city was 
bombarded by the German ships; and about six 
months later happened to be near a gunpowder 
explosion of great violence. He acted rather 
peculiarly after this, and six months later. 


when told that he was to undergo an operation 
for tonsils and adenoids, became suddenly mute 
and remained so for six weeks, only recovering 
upon receiving a severe fright. 

A correspondent of the British Medical Jour- 
nal writes from southeastern France, in the 
issue for May 27th, describing the case of a 
soldier who was buried by the explosion of a 
shell at Verdun, and, when disinterred, was 
found to be mute. He remained in this condi- 
tion for two weeks. He was put at hard man- 
ual labor in a vineyard and his speech suddenly 
returned. It seems probable that in such cases 
as the above, the exciting cause is only the sum- 
mation of stimuli, all of which would have been 
impotent, except for the neurotic background. 

Hall tells us that in his case, the boy had 
come to dominate the household, and he truly 
observes that this state of affairs was probably 
the original cause of the condition. In the 
other case, the soldier retained his mutism as 
long as he was the centre of attention in a 
ward, but when put to hard work, he discarded 
it as a useless expedient. All this agrees very 
well with Adler’s views on the desire ofthe neu- 
rotic to dominate every environment in which 
he finds himself—if by no other way, then by 
making himself difficult to deal with so that 
events must be ordered to adapt themselves to 


him. 


MEDICAL NOTES. 


A Larce — Report from White 
Plains, N. Y., on June 7, states that the will of 
the late Mr. George R. S. Schrader of that city, 
who died on November 15, 1915, bequeaths his 
entire estate, estimated at $3,000,000, to the 
New York Association for Improving the Condi- 
tion of the Poor. 


NORTHWESTERN CaTHOLIC HospiraL Assocta- 
TION.—The annual conference of the North- 
western Catholic Hospital Association was held 
in Milwaukee, Wis., on June 9, 10 and 11. 
Principal addresses were delivered by Dr. _— 

ry A. Christian, Dr. John T. Bottomley, Dr 
John W. Lane and Dr. Michael J. Cronin of 
Boston. Dr. | was elected a member 
of the Association for 


LAGRA, AND weekly re- 
port of the United States Public Health Service 
for June 9, states that during the month of 


|| 
| 
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April, 1916, there were in Arkansas 169 cases 
of malaria, 59 of pellagra, and 136 of smallpox. 
During the same period there were in Kansas 
5 cases of cerebro-spinal meningitis, 276 of 
smallpox and 70 of typhoid fever. There wera 
413 cases of smallpox in Illinois. 


AMERICAN ACADEMY OH Mepictne.—The forty- 
first annual convention of the American Acade- 
my of Medicine was held last week at Detroit, 
Mich., on June 12. At the concluding session, 
Dr. J. E. Tuckerman of Cleveland was chosen 
president of the Academy for the ensuing year, 
in succession to Dr. George A. Hare of Fresno, 
Calif., the retiring president. 


New York FLOATINd Hospitau.—The new 
Floating Hospital of St. John’s Guild, the 
Helen C. Juilliard, was open for inspection on 
June 7. The Department of Health was rep- 
resented by the Director of the Bureau of Child 
Hygiene and the Chiefs of the Division of Baby 
Welfare and School Medical Inspection. The 
boat is a model of its kind, containing all the 
necessary wards, apparatus and equipment for 
the care of 1200 persons. A unique feature is 
an arrangement on the backs of the benches 
whereby individual hammocks can be swung for 
the babies, keeping them directly in front of 
their mothers, yet giving the mothers freedom 
of action and a chance to take advantage of the 
fresh air. The Bureau of Child Hygiene co- 
operates regularly with St. John’s Guild in dis- 
tributing tickets for the daily trips made by 
this boat. It feels that, with the new boat and 
its complete equipment, great benefit will result 
to the babies of the city during the coming sum- 
mer. As the result of contributions made by 
inspectors of the Department during the year 
1902, the Department of Health has an endowed 
bed on board this boat. 


ALUMNI ASSOCIATION, MEDICAL DEPARTMENT, 
University or BurraLo.—At the recent annual 
meeting of the Alumni Association of the Medi- 
cal Department of the University of Buffalo, an- 
nouncement was made that pledges to the 
amount of $10,000 had already been obtained 
for the alumni fund. The following officers of 
the Association were elected for the ensuing 
year: President, Walter D. Greene, Buffalo; 
first vice-president, William H. Bergtold, Den- 
ver, Colo.; second vice-president, Henry A. 
Eastman, Jamestown, N. Y.; third vice-presi- 
dent, Ross G. Loop, Elmira, N. Y.; fourth vice- 
president, Henry A. Stadlinger, Buffalo, N. V.; 
fifth vice-president, M. Louise Hurrell, Roches- 
ter, N. Y.; secretary, Julius Richter, Buffalo, 
N. Y.; treasurer, Frank E. Brundage, Buffalo, 
N. Y.; trustee for five years, Lesser Kauffman, 
Buffalo, N. Y.; executive committee, W. F. 
1 chairman, William G. Bissell, Harry R. 

rick. 


Low Darn Rate IN New Yorx.—From fig- 
ures given out by Health Commissioner Emer- 
son, it appears that in every borough except 


Richmond, the New York death rate was lower 
last week than during the corresponding week 
of last year. Altogether this represented a say. 
ing of 149 lives. The death rate last week was 
1.39 lower than the rate for the corresponding 
week of last year. This decrease is equivalent 
to a saving of 149 lives. In other words, had 
the death rate for the corresponding week of 
last year prevailed last week, 149 more persons 
would have died in the city. The death rate 
was 12.72 for last week as compared with 14.11 
for the week ending June 12th, 1915. The total 
number of deaths reported last week was 1362. 
This reduction in the death rate was secured 
chiefly through a reduction in the mortality of 
the acute infectious diseases, of which measles, 
scarlet fever, diphtheria and typhoid fever 
showed an immense reduction. The mortality 
of whooping cough and cerebro-spinal meningi- 
tis was slightly higher. As might be expected 
with the reduction of the acute infectious dis- 
eases, there was also a reduction in the respira- 
tory diseases, bronchitis, lobar pneumonia and 
broncho-pneumonia all claiming fewer victims 
during the past week than during the corres- 
ponding week of last year. Pulmonary tuber- 
culosis was reported as having been the cause 
of death in 174 cases as compared with 159 for 
the corresponding week of last year. This in- 
crease, however, was practically offset by a de- 
crease in the deaths from other tuberculous dis- 
eases. The mortality of heart disease was con- 
siderably lower, but the mortality of Bright’s 
disease was sufficiently high to overcome the 
reduction in the mortality of heart disease. The 
death rate for the first 24 weeks of 1916 was 
15.02, as compared with 15.28 for the corres- 
ponding period of 1915. 


EUROPEAN WAR NOTES. 


UnusuaL Fevers 1s War.—In the issue of 
the British Medical Journal for May 27 are 
noted two recent contributions in German medi- 
eal literature, describing two unusual fevers 
which have been observed in the Austro-German 
armies,—the first known as five-day fever, the 
second as gaiter-pain fever. 


In a German field hospital on the east front, 
Professor Werner! observed thirty-four 
cases, at first diagnosed as influenza, which sub- 


sequently showed a distinctive five-day type of 


fever. In each bout of fever the temperature 
rose to 38° to 40° C. for twenty-four hours, but 
sometimes for forty-eight hours. During the 
three to four days’ interval the temperature was 
steady. After a succession of such bouts the 
temperature ceased to rise and convalescence 
set in. The fever was accompanied by headache 
and pain in the limbs. The spleen was painful 
and the bones, particularly the tibiae, were ten- 
der. The patients were very tired and nervous. 
The rigor accompanying the rise of tempera- 
ture was followed by a sense of excessive heat 
1 Miinch. med. Woch., March 14, 1916. 
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and perspiration, suggestive of malaria. The 
enlargement of the spleen was hardly demon- 
strable between the attacks of fever, during 
which the patients were flushed. In the afebrile 
interval they were pale and sometimes slightly 
jaundiced. The pain in the limbs increased 
during the febrile period and did not completely 
cease even when the temperature was normal. 
The micro-organisms of typhoid fever, malaria, 
and relapsing fever were not found. Possibly 
this five-day fever was an aberrant form of re- 
lapsing fever; and it was presumably identical 
with the ‘febris Wolhynica’ described His 
early in 1916. 

Under the heading ‘Gaiter Pain’ several 
Austrian writers have described a condition the 
most characteristic feature of which was severe 
pain in the shins. More than 200 such cases 
were observed by Dr. A. Gratzer’ alone, from 
December, 1914, onwards, when his battalion 
was stationed on the Nida. In conjunction with 
Dr. Zanko he found that this ‘gaiter pain’ was 
only one symptom, among many others, of a 
condition to which they gave the term influen- 
za polonica. The onset of the disease was 
acute, the temperature being sometimes over 
40° C. at the outset. Severe headache was ac- 
companied by stabbing pain in the region of 
the left costal arch, by great exhaustion, and 
frequently at first by constipation. Apart from 
the high temperature and considerable enlarge- 
ment of the spleen, there was little objective 
evidence of disease. The spleen was strikingly 
hard, its lower border was sharply defined, and 
it was very tender. Herpes labialis was ob- 
served in a few cases. After three to four days, 
when the temperature had fallen below 38° C. 
and the headache had almost ceased, pain devel- 
oped on the inner surface of the tibiae, of equal 
intensity on both sides. It was variously de- 
scribed as dragging, compressing, and throb- 
bing. Its intensity was moderate in the morn- 
ing, greater in the afternoon, and often un- 
bearable at night. During the next few days 
the temperature became subfebrile or normal, 
and the spleen smaller and less tender. Large 
doses of salicylates and complete rest were alike 
useless, and it was only with a combination of 
morphine and veronal that a few hours’ sleep 
could be secured. The disease sometimes lasted 
four to six weeks, during which the intensity of 
the pain showed slight variations, and the tem- 
perature was normal, or almost normal. At the 
end of this period improvement or recovery oc- 
curred, but in most cases during the following 
months there were frequent relapses accom- 
panied by only slight rises of temperature, and 
hardly ever by any swelling of the spleen. The 
duration of a relapse was seldom as long as 
three weeks, but the pain was, as a rule, just as 
severe as at the first attack. Dr. Gratzer found 
large doses of quinine, given over a long period, 
shortened the course of the disease, and in many 


Wien. klin. Woch., March 9, 1916. 


cases aborted relapses. The majority of the 
patients had never worn any kind of gaiter, 
and only in the case of an officer did the dis- 
tribution of the pain coincide with the area 
covered by his gaiters.’’ 


War Revier Funps.—On June 17 the totals 
of the principal New England relief yo for 


the European War reached the following 

amounts :— 
Belgian Fund ............ $126,794.16 
Allied Fund ............. 119,345.82 
French Wounded Fund ... 89,217.86 
Army Hut Fund ......... 225.60 
British Imperial Fund .... 57,731.44 
French Orphanage Fund .. 54,030. 
Armenian Fund .......... 46,789.19 
Surgical Dressings Fund .. 36,030.67 
Belgian Tobacco Fund .... 27,352.75 
Facial Hospital Fund 22,116.55 
Italian Fund ............ 19,872.56 
P. S. D. Fund .......... 9,031.83 
Artists’ Fund ........... 397. 


BOSTON AND NEW ENGLAND. 


Boarp oF HEALTH, City oF WorRcESTER, Mass. 
—The annual report of the Worcester Board of 
Health gives the death rate of that city as 14.53 
per 1000 ; excluding deaths at both state hospitals, 
it is 13.33; excluding non-residents, it is 12.34. 
This is the lowest death rate in half a century. 
The records of the city begin in 1864, when the 
rate was 30.68 and this was exceeded once, in 
1872, when it was 31.41. As a cause of death, 
organic diseases of the heart have first place, 
followed by pneumonia, tuberculosis of the 
lungs, Bright’s disease, apoplexy, and diarrhea 
and enteritis in children under two years. Of 
communicable diseases reported, there were 349 
eases of tuberculosis, 342 of diphtheria, 144 of 
searlet fever, 134 of ophthalmia neonatorum and 


124 of whooping cough. 


HosprraL Bequests.—The will of the late 
Anna Bolton Matthews of Boston, who died on 
May 30, was filed in the Suffolk Registry of 
Probate on June 8. It contains many charitable 
bequests, among which a considerable piece of 
property is given to the Brookline Free Hos- 
pital for Women for the ultimate erection of 
a Cancer Hospital. The sum of $5000 is given 
tothe Waltham Baby Hospital, and the residue 
of a $70,000 trust fund to the Industrial School 
for Crippled and Deformed Children and the 
New England Hospital for Women and Chil- 
dren. Specific bequests of real estate, of vary- 
ing values, are made to the Boston Nursery for 
Blind Babies, the Children’s Convalescent Home 
at Wellesley, the Children’s Hospital, Boston, 
the Boston Floating Hospital, the Baldwinsville 
Cottage Hospital and the Vincent Memorial 
Hospital. 
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WORCESTER. Worcester (continued. 
Massachusetts Medical Society. G. O. Ward, V-P. C. D. Wheeler. i 
— F. H. Baker S. B. Woodward. 
ANNUAL MEETING OF THE COUNCIL. | Worcester 
JuNE 6, 1916. Homer Gage. A. A. Wheeler, V-P 


_ THE annual meeting of the Council was held 
in the foyer of the Copley-Plaza Hotel, Boston, 
Tuesday, June 6, 1916, at twelve o’clock, noon. 
The President, Dr. Charles F. Withington, was 
in the chair and the following 120 Councilors 


were present : 


BARNSTABLE. 
E. E. Hawes, M.N.C. 


MIDDLESEX SouTH (cont.) 
tanton. 


Julia Tolman. 
A. Hubbard, M. N. C. 
G. W. W. Whiting. 
E. F. Cody 
E. F. Curry. T. F. Greene, V- P. 
W. A. Dolan. J. W. Bail. 
R. W. Jackson. = 
. Carr. 

— * — H. C. Ernst, C 
41 M. H. A. Evans, Tr 
gy Baketel. C. B. Faunce. 

. J. Clarke. R. W. Hastings. 
E. H. Noyes. G. W. Kaan. 
J. J. O'Sullivan. Bradford Kent. 
F. W. Snow, M. N. C. W. A. Lane. 
C. H. Bangs. T. J. Murphy. M. N. C. 
R. E. Bicknell. A. P. Perry. 
N. P. Breed. J. W. Pratt 
P. P. Johnson. Victor Safford. 
Butler Metzger. T. M. Shea. 

FRANKLIN. K Souta. 

G. P. Twitchell, M.N.C C. S. Adams. 

C. Fraser. M. N. C 
J. M. Birnie, M.N.C E. N. Mayberry 

. Bacon. PLYMOUTH. 
| L. Davis. A. A. MacKeen. 
B. Hodskins. Gilman Osgood. 
E. A. Knowlton. F. J. Ripley. 
A. G. Rice. F. G. Wheatley 
HAMPSHIRE. 
SuFrroik. 
M. W. Pearson. E. S. Boland. 

MIDDLESEX East. G. W. W. Brewster, 
M. N. C. M. N. C 

HH. eher. E. M. Buckingham, T. 
G. N. P. Mead. W. L. Burrage, 8. 
MIDDLESEX Nonrn. David Cheever. 
J. V. Meigs, V-P. > > Se 
E. J. Welch. 14 ae — 
J. A. Gage, C. G. A. Craigin. 

MIDDLESEX SouTH. R. L. De 
W. D. Swan, V-P. Albert Ehrenfried. 
M. H. Bailey. C. Frothingham, Ir 
H. T. Baldwin. C. M. Green, C. 

C. H. Cook. W. C. Howe. 

H. F. Curtis. R. W. Lovett. 

E. A. Darling. J. L. Morse. 

D. C. Dow. Abner Post. 

A. W. Dudley. Anna G. Richardson. 
G. W. Gay. W. H. Robey, Jr. 

C. M. Hutchinson. G. G. Sears. 

A. A. Jackson. G. C. Smith. 

G. A. Miles. Richard M. Smith. 
C. E. Mongan. H. F. Vickery. 

J. F. O’Brien. D. H. Walker 
Godfrey Ryder. C. F. Wi P. 


W. I. Johnson. 

F. H. Washburn. 

The reading of the records of the last meet - 
ing was dispensed with. The names of the 
Nominating Committee were read by districts 
and the Committee retired. In the absence of 
the chairman of the Committee on Publications 
and Scientific Papers, the Secretary read, by 
request, an announcement that the Shattuck 
Lecturer in 1917 will be Dr. Richard P. Strong, 
of Boston. Dr. Charles M. Green presented 
the report of the Committee on Membership 
and Finance, and it was accepted by vote. The 
report is as follows: 
Gentlemen: 

The COMMITTEE ON MEMBERSHIP AND FINANCE makes 
the following recommendations as to membership: 

1. That the following-named Fellows be allowed to 
retire, under the provisions of Chapter I, Section 5, 
of the by-laws: 

Cushing, Ernest Watson, of Boston. 

Durgin, Samuel Holmes, of Duxbury. 

Gardner, Clarence Rhodolphus, of Northampton. 

Lane, Albert Clarence, of Woburn, with remission of 
dues to the amount of $15. 

McClean, George Chesley, of Springfield. 

Woodbury, Louis Augustus, of Groveland. 


2. That the following-named Fellows be allowed to 
resign, under the provisions of Chapter I, Section 7, 
of the by-laws: 


Ellis, William Raymond, of Brookline. 

Haddock, Charles Whitney, of ; 

Jenness, Burt Franklin, U. S. Navy (Retired), of 
3418 Fort Boulevard, El Paso, Texas, with re- 
mission of dues to the amount of $19. 

Couch-Mora, Mary, of Porto Rico. 

Murphy, John Patrick Henry, of Washington, District 
of Columbia. 


h 
Thorpe, Burton Durrell, of Newport, New Hampshire. 
3. That the following-named Fellows be allowed — 


Atwood, Blanche Louise, from Plymouth to Norfolk. 
— — Albert, from Middlesex South to 


Pavlo, Samuel George, from Middlesex South to 
Suffolk. 


The Secretary read the of the com- 


mittees appointed at the last meeting to con- 
sider the petitions of E. H. Ferguson, Joseph 
Shohan and G. W. Ellison for restoration to 
the privileges of fellowship, and the Council 
acted favorably on all, considering each peti- 
tion separately. | 


t 


OWeT, A. N. U. . She. 
B E. H. Stevens, M. N. C. 
22. J. O. Tilton. 
legal residence, under the provisions of Chapter III. 
Section 3, of the by-laws. 
Cuartzes M. Green, Chairman, 
ALGERNON COOLIDGE, Ju. 
SAMUEL CROWELL, 
Frepertc W. TayYtor, 
ALFRED WORCESTER. 
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The petitions of the following for restoration 
were read and committees i 


them respectively : 
For J. D. Taylor 


For E. J. McCarthy 


For C. A. Oak 


— 


. Bangs 
. Breed 
er Metzger 
The report of the Committee on Ethi 
Discipline was read by Dr. J. A. Gage, 
accepted and approved unanimously. 
pendix A for this report.) 
Dr. H. C. Ernst read the report of the Com- 
mittee on Medical Education and Medical Di- 
plomas as follows: 


Mr. President and Gentlemen: 
On behalf of the Commitrzz on MepicaL EpvcaTIon 
AND MEpicaL Diptomas, I beg to present the following 


Breaking the usual custom, this Committee had no 
representative at the Conference of the on 
Medical Education of the American Medical Associa- 
tion and has therefore no report to make. 

Exercising its authority to rule upon diplomas from 
schools not on the accepted list and presented by 
candidates for Fellowship in the Massachusetts Medi- 
cal Society, one case was disposed of as is indicated 
by the following vote, taken on May 1, 1916: 

“To recognize the degree of Dr. John R. McPeake 
of Mattapan, for the purposes of his examination by 
the Censors for Fellowship in the Massachusetts Medi- 
cal Society. The action of the Committee was based 
upon information received in letters written by Fel- 
lows of the Society endorsing Dr. McPeake’s pro- 
fessional and personal qualifications.” 

The Committee presents a revision of the list of 
approved medical schools and colleges of the United 
States and Canada. This revision was carefully 


appointed to consider | ™¢ch# 


fight. 
of herbal remedies 
Bill 1080 on the ~ 


the way for 
siderable ae active proponents, but was finally 
defeated in the House. 

Bill 1164 provided for a return to an unpaid State 
Board of Insanity and was favored by your Commit- 
tee and by many of our alienists. The bill has just 
been signed by the Governor. It differs from the 
original bill in only one particular, which is, that the 
chairman, with 12 the Gover- 
nor instead of by , 

Bill 702 authorizes counties to build tuberculosis 


lier towns has been the Governor 
On the other hand, the bill which favored the removal 
of ble tubercular patients certain institu- 


incorrigi 
tions was defeated. 

Bill 1861 provided for the establishment of an Ad- 
ministrative Bureau of Registration comprising the 
Boards of Medicine, Dentistry, Optometry, Embalm- 
ing, Pharmacy, Nurses and Veterinary Medicine. It 
was opposed by our Committee and was referred to 
the next General Court. 

Bill 253 providing for research by the State Depart- 
ment of Health relative to the prevention of syphilis 
and authorizing the Department to spend, for the pur- 
chase of salvarsan and its derivatives, the sum of 
ten thousand dollars, has been passed. 

The recommendations of the Board of Registration 
in Medicine providing for a report to the Board, by 
clerks of courts, of certain persons convicted in the 
courts where said clerks are employed. and that cer- 
tain applicants not examined should be reimbursed, 
were both adopted. 

Bill 1089 for the registration of nurses was de- 


worked out by Dr. Newhall of the Committee, in ac- | feated. 


cordance with the new list of the American Medical 


Association and, if adopted, will lead to a number of 
changes. 


H. W. NEWRALL, 
J. F. HAM. 
C. FROTHINGHAM, Jr. 


Voted: To accept the report. 

The revised list of medical colleges, diplomas 
from which are accepted from applicants for 
fellowship, that had been submitted by the 
committee just named, was approved by vote. 
A motion to i this vote was lost by a 
voice vote. The revised list is a part of this 


record. 

Dr. W. H. Robey, Jr., read the report of the 
Committee on State and National Legislation 
and it was accepted. The report follows: 


The COMMITTEE ON STATE AND NATIONAL LEGISLA- 
TION of the Massachusetts Medical Society has been 
actively interested in the following bills which have 
been brought before the Legislature during the winter: 

Bill 1008 provided for the licensing of midwives 
but did not make provision for their education. It 
stated that a person might attend a woman in normal 
childbirth but should not use any instrument nor 


t 

All of the bills for milk legislation finally centered 
in the McLaughlin Bill which was defeated. after a 
great amount of hard work. The legislation with 
reference to the Industrial Accident Board is given 
in a special report by Dr. F. J. Cotton. 

The Committee wishes to thank all those who have 
given the time to help in these important matters, 
and especially the medical members of the Legis- 


CHaRLes F. Witntncton, Chairman, 
Grorce W. Gay. 
Water P. Rowers, 
Frank G. WHEATLEY. 
H. Roney, Secretary. 


Dr. Annie L. Hamilton read this of 


report 

the Committee on Publie Health, and it was 
accepted: 

Report of the CoMMITTEE ON PUBLIC HEALTH. 

Immediately after the Annnal Meeting last year a 
meeting of this Committee was held and plans were 
started for a vigorous campaign to promote public 
health instruction throughout the Commonwealth. 

The Secretary was asked to write to the Secretary 
of each District Society, asking for the names of 
t to give addresses on the various 
health, sanitation or hygiene. includ- 
It was not at all expected 


assist at the childbirth by any artificial, forcible or 
nical means except in an emergency. It gave 
r ned and ignorant persons rights which would 
increase puerperal infection and other damage to 
F. Leen mother and child. The bill was rejected in the House. 
B. Robbins Bill 1088 permitting unvaccinated children to — 
F. Vickery tend school was rejected in the House after a ha 
E. Prior 
H. Bai ve müde aw 
— 82 without license, without knowledge of 
diagnosis, and without the control of the State Board 
of Registration in Medicine and would have opened 
Respectfully submitted, 
Hann C. Euxsr. Chairman, 
C. F. Palx run. 
hese lists should be more than a help in select- 
= — who might later be asked to cobperate. : 
Several of the secretaries seemed to understand this, 
— — * 
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— that too much was being required of 
t 

Feeling that before we tried to find audiences we 
should know what we could offer, a number of our 
leading speakers were either personally interviewed 
or written to, and in almost every case the person 
was willing to speak if called upon. 

It was part of our policy to work absolutely in ac- 
cord with the State Board of Health and the Boston 
Board of Health. 

The best method of reaching the public is by ex- 
hibits, lectures, lantern slides, which include maps, 
diagrams, and statistical tables for comparison as to 
the birth rates, death rates, infant mortality, preval- 
ence and decline of communicable and other diseases 
dangerous to public and individual health. The full 
time public health officer, especially trained for this 
work, is the one best fitted to carry it on. One who 
must compete with the local physicians cannot proper- 
ly do it. These are the methods of the boards of 
health. Their plans were also at a formative period 
last summer, as the two staffs had been but recently 
appointed. 

It soon became evident to your Committee that we 
had thought out a plan almost exactly like theirs, and 
were actually interviewing many of the same men and 
asking their cohperation with us. While the spirit 
with which we were met was a most generous one of 
willing helpfulness, we saw that we could only try to 
do in a small way what they were trying to do in a 
large way, with much more time and much more ready 
money and equipment at their disposal. We would 
simply cover part of the same ground less effectively. 

Our work has been rather limited for these reasons. 

It was thought that by reaching the Fraternal In- 
surance Companies and there giving plain talks on 
health, much might be accomplished. Accordingly, 
letters were written to several of the largest and 
most influential companies, but the idea was not 
taken up enthusiastically by them. It seemed they 
were already receiving as much instruction upon such 
subjects as they felt the need for. 

We have continued our affiliation with the Massa- 
chusetts Federation of Churches and the two Com- 
mittees have met and talked over various methods of 
advancing public health work. 

Dr. Abby Noyes Little, who has carried on the work 
of the Sub-Committee on Women’s and Children’s 
Welfare, has resigned, as she is now doing good work 
in a little settlement in Kentucky where there is no 
other doctor within fifteen miles. 


Respectfully submitted, 
MILTON J. Rosenav, Chairman, 
W. Irvine CLARK, In., 
Enos H. BIGEtow, 
Rocer I. Lee, 
ANNIE Lee HAMILTON, Secretary. 


Dr. F. J. Cotton reported for the Committee 
on the Workmen’s Compensation Act. He said: 


“Your Committee was appointed in 1913 to con- 
sider the working of the Workmen’s Compensation 
Act in relation to the medical profession. In the past 
we have reported that the workings of the Act, 
under the so-called gentlemen's agreement with the 
insurance companies, under the administration of 
the Industrial Accident Board, was fairly satisfac- 
tory. This seems no longer to be true—the spirit of 
the verbal agreement is not being lived up to fully, 
and it seems to us that the time has come for some 
action by the Society looking to the assertion of the 
rights and privileges of the profession. Since there 
is at present great interest, and even excitement, over 
the situation, it seems to us unwise to do more than 
to present this situation and such plans of action as 
have been suggested, thus throwing the matter open 
for discussion and constructive action by the Soctety. 


this report. 1 — Chairman, 
S. B. Woopwarp, 
F. W. Snow, 
R. J. Mxios. 

Voted: To accept the report and discharge 
the Committee. motion by Dr. A. N. 
Broughton, seconded by Dr. F. B. Pierce, it 
was Voted: That a committee of five be ap- 
pointed by the chair to continue the work of 
the committee just discharged, and the chair 
appointed as such a committee, A. N. Brough- 
ton, W. A. Dolan, F. W. Snow, R. J. Meigs, 
E. A. Knowlton. 

Dr. Homer Gage presented a report for the 
Committee appointed to consider Hospital Effi- 
ciency. (See Appendix B for this report.) 
Voted to accept the report. On motion by Dr. 
Gage, it was voted, according to the provisions 
of Chapter III, Section 4, of the by-laws, to 
establish a Section of Hospital Administration 
to meet at the annual meetings of the Society. 

The Librarian read this report and it was 
accepted : 

Report OF THE LIBRARIAN. 


The Librarian reports that during the past year he 
has attended to the various duties of his office, report- 
ing to the Boston MEDICAL AND SuRGIcCAL JOURNAL 
payments of annual dues, changes of addresses, etc., 
in order that the Fellows may receive the JourRNAL 
promptly. 

A second issue of the Annual Directory of the Offi. 
cers and Fellows was compiled and issued as a supple 
ment to the JournaL. It is desired most earnestly 
that the Fellows and the District Secretaries will re- 
port at once any changes of addresses, that the next 
edition may be as accurate as possible. 

Respectfully submitted, 
Epwin H. Braiouam, Librarian. 


Dr. Cook introduced and explained this 
amendment to Section 1, Chapter IV, of the 
By-Laws, and it was moved and seconded that 
it be adopted: 

Chapter IV, Section 1. 

In the second line, after the word “president,” in- 
sert the word “ex-presidents,” and in the third line 
omit the word “and,” and after the word “treasurer” 
insert the words “and librarian,” so that the section 
shall read as follows: 

“Section 1. The council shall consist of councilors 
chosen by the district societies, and the president, ex- 
presidents, vice-president, vice-presidents er oficiis, 
secretary, treasurer and librarian of the general soci- 
ety, and the chairman of each standing committee. 

Voted: To approve the amendment. 

The chair spoke of the action of the Legisla- 
ture in appointing a Recess Committee to study 
the subject of Industrial Health Insurance, of 
the bills that have been introduced into the 
Legislatures of Massachusetts, New York and 
other states, and of the need of safeguarding 
the interests of the medical profession, and he 
asked for authority to appoint a committee to 
consider this subject. 

Voted: That the Chairman appoint a com- 
mittee of three on Industrial Health Insurance. 
In accordance with this vote he appointed F. J. 
Cotton, W. H. Merrill, F. W. Anthony. 

» 


! 


Vou. CLXXIV, No. 25] 


BOSTON MEDICAL AND SURGICAL JOURNAL 


921 


On motion by Dr. Dolan, it was Voted: That 
the Committee on Industrial Health Insurance 
use their best efforts to prevent the taking a 
from the practitioners of the State the privilege 
of the attending their own private cases. 

The Nominating Committee having returned, 
presented this list of nominees, and on proceed- 
ing to ballot, the tellers reported that 102 bal- 
lots had been cast, all for the list as presented, 
and the President declared them elected: 

President, Samuel B. Woodward, Worcester ; 
Vice-President, Frederic W. Taylor, Cambridge ; 
Secretary, Walter L. Burrage, Boston; Treas- 
urer, Edwin M. Buckingham, Boston ; Libra- 
rian, Edwin H. Brigham, Brookline; Orator, 
Philemon E. Truesdale, Fall River. 

The President nominated and the Council ap- 
pointed the following standing committees for 
the ensuing year: 

Of Arrangements.—E. L. Young, Jr., J. H. Young, 
J. L. Huntington, R. H. Miller, C. H. Lawrence, Jr., 
Donald Macomber. 


On Publications and Scientific Pa —G. B. Shat- 
— E. W. Taylor, R. B. Osgood, F. T. Lord, R. M. 
reen. 

On Membership and Finance.—C. ay yt 
non Coolidge, Jr., Samuel Crowell, F. W. Taylor, Al- 
fred Worcester. 


On Ethics and Discipline.—J. A. Gage, J. W. Bartol, 
Henry Jackson, T. J. Robinson, David Cheever. 

On Medical Education and Medical Diplomas.— 
II. C. Ernst, C. F. Painter, H. W. Newhall, J. p. Burn- 
ham, Channing Frothingham, Jr. 

On State and National Legislation.—S. B. Wood- 
ward, F. G. Wheatley, W. P. Rowers, W. H. Robey, 
Jr., J. S. Stone. 

On Public Health.—M. J. — 7 I. Clark, Jr. 
Annie L. Hamilton, E. H. Bigelow, R. I. Lee. 


Adjourned at 1.35 p.m. 
Watter L. Burrage, Secretary. 


APPENDIX A. 


REPORT OF THE COMMITTEE ON ETHICS AND DISCIPLINE. 
1915—1916. 


The work of this Committee has largely increased 
in recent years. During the 42 years that the Com- 
mittee on Ethics and Discipline has existed, 53 meet- 
ings have been held. Of these, 36 occurred during 
the first 39 years, an average of less than one each 
year; while during the last three years 17 meetings 
have been held. Coincidently, there has been an in- 
crease in the number of cases affecting the welfare 
of our Society that have been referred to the Commit- 
tee, and complaints have been received not only from 
members, but from various State boards and even from 
the laity. This increase of work has not only de- 
manded more of the members’ time, but has presented 
many new and difficult problems for solution, and has 
been made possible only by the efficient cohperation of 


of the Committee since its 


as to — for admission, 
consultations with irregular practitioners, joining 
other medical societies, immoral personal conduct, 
doing of abortions, and failure to obey the State 
health laws. 


and discussion 
day there is a vast amount of advertising by mem- 


bers of this Society, not only covering the whole 
field of the sanatoria, but specifying specialties and 
practice ; while the forms of indirect and 


methods of 
way 1 — advertising are | 


hether the Society should establish a guiding 
principle and policy in regard to this matter is open 
to debate, but it seems irrefutable that what is tol- 
erated in one case should not be condemned in an- 


During the last two years your Committee has had 
to consider a number of complaints against members 
for advertising their practice in the public press, and 
has held that such practice, if persisted in, might 
well constitute cause for resignation from the Society. 

Charges that a member of this Society advised and 
offered to assist in procuring an abortion were tabled 
—— witnesses would not testify before the Com- 
mittee. 

Charges preferred by the State Board of Registra- 
tion in Medicine against a Fellow for aiding an ir- 
regular practitioner to practise medicine were re 
ferred to the President for discipline. His letter 


follows: 
October 23, 1915. 

W. L. Quennell, M. D., 

Dear Sir: — Our Committee on Ethics and Discipline 
has reported to me that, having received charges 
against you of assisting an Illegal practitioner of 
medicine to evade the law, and having notified you 
of the same, you did not appear before them but 
sent them a letter in which you acknowedged the 
truth of the charges and therewith transmitted your 
resignation from the Society. I beg to say that if 
this resignation, which now comes before the Com- 
mittee on Membership, shall be accepted, that ac- 
ceptance alone will save you from the severe public 
censure which would deservedly follow an act so 
contrary to the spirit of the law, dangerous to the 
public health and violative of professional ethics. 

Yours truly, 
CHARLES F. WitHinoton, President. 


In a second case.of like character the evidence 
seemed to exonerate the doctor from wrong intentions 
and upon his disavowal of intentional misconduct 
and assurances of future care, it was reported to 
the President and placed on file. 

But one case charging neglect in ophthalmia neo- 
natorum has been presented since our last report, ap- 
parently indicating ‘ that the previous action taken by 
your Committee has stimulated more prompt and 
careful handling of these cases. 

Charges were preferred — a Fellow by a pa- 
tient, accompanied by a request that he be allowed 
to have a public hearing where he might present wit- 
nesses under oath, and also by a petition to the 
same effect signed by 25 fellow citizens. After in- 
vestigation, the Committee found no evidence of dis- 
honorable conduct, and found no probable cause to 
institute trial. In denying the petition for a hear- 
ing the Committee emphasized the fact that its 
function is that of a grand jury and not that of a 
board of trial before which cases are to be tried. 

Early in February, 1915, the attention of the Com- 
mittee was called to certain public utterances ap- 


individuals, yg a District Medical Society. 
later meeting in February, 1915, the subject was 
fully considered, and it was voted that the Secretary 

should write to Dr. Richard C. Cabot, asking whether 
he made the remarks ascribed to him, and whether 
on other occasions he had publicly made similar 
statements reflecting on the ethical standards of the 
medical profession. His reply was published in the 
Boston MEDICAL AND Sundl. AL of Feb. 18,. 


Ethics and Disci- 


— 
aglor 
other. 
3 pearing in the press reflecting upon the medical pro- 
our Secretary. Pats form tere received from 
In reviewing the work Ei 
inception, we find that it has dealt with cases of 
advertising and endorsing patent medicines, false 
The question of what constitutes improper adver- 
tising has been one that has called for the serious 1915. (See letter to Boston Herald.) 
that's be sent’ to Dr. Richard 
pline voted that a letter be sent to Dr. Richard C. 
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Cabot, asking him if his remarks at the Evans Me- 
morial, Nov. 16, 1915, were correctly 
asking for his position in the matter. The letter is 


as follows: 
December 10, 1915. 

Dr. Richard C. Cabot, 

1 Marlborough Street, Boston, 

Dear Doctor Cabot :— 

On Tuesday, December 7, the Committee on Ethics 
and Discipline of the Massachusetts Medical Society 
was called upon to consider certain complaints which 
had been made by different individuals and which 
were based upon recent press reports purporting to 
represent correctly your views of some aspects of 
medical practice. The meeting of the Committee was 
held immediately following a conference called by 
the President to consider these complaints, at which 
were present the President and three ex-presidents 
of the Society, together with the full membership of 
the Committee on Ethics and Discipline. At this 
conference it was brought out that a recent address 
of yours, as reported in the newspapers, had elicited 
numerous unfavorable opinions not only from the 
profession, but also from the laity, and it was fur- 
ther indicated that there is a prevailing impression 
that comments seriously upon the honor 
and intelligence of your fellow practitioners are al- 
lowed by you to circulate freely without due regard 
for the possible harm which may ensue from their 
publication. 

The Committee has at hand clippings from various 
newspapers of or about the date of November 17, 
which contain accounts substantially agreeing in de- 
tail, of an address delivered by you at the Evans 
Memorial, November 16, 1915; but with respect to 
the accuracy of these accounts the Committee has no 
information whatever. 

Knowing that physicians are often misquoted in 
the papers, and with a desire to clear up certain 
points of doubt in regard to your real attitude, the 
Committee would be glad to hear from you either 
by letter or in conference at a time of mutual con- 


venience. 
Respectfully yours, 
Water L. BURRAGE, 


Secretary of the Committee, under 
the By-Laws of the Society. 


In reply the following was received: 


Boston, December 10, 1915. 

Dear Dr. Burrage :— 

I enclose a copy of a letter which I sent to the 
Boston Herald the day after its very false and mis- 
leading report of my address appeared. I have not 
seen any of the reports of the other papers, but if 
they are as false as the Herald, they no doubt will 
have given just offense to physicians. 

I wish you would ask Dr. F. B. Percy of Brookline, 
or Dr. F. L. Richardson of the Evans Memorial, both 
of whom were present, whether anything that I said 
seemed to them of the character which has been 
complained of. Yours sincerely, 


RicHarp C. CAnor. 


The letter to the Boston Herald reads as follows: 


(Published Feb. 18, 1915, in the Boston MEDICAL AND 
SURGICAL JOURNAL but not in the Boston Herald 


To the Editor of the Herald: 


I wish to protest against the headlines set over 
the very inaccurate account of my talk at Evans Me- 
morial last evening. The mistakes in the body of 
the account are not, most of them, very vital, but 
to represent me as saying that “nine-tenths of doctors 
guess.“ is in the first place false, as I never said it, 
and in the second place meaningless. If it means that 
nine-tenths of doctors sometimes guess, it must be 
true of ten-tenths. If it means that nine-tenths of 


— 


them habitually guess or guess nine-tenths of the 


and | time, as many would suppose on reading the headline, 


it is in my belief entirely untrue, and very unjust to 
the body of the medical profession. 

I am not trying to contrast hospital physicians 
with other physicians, but to contrast the treatment 
which any physician can give when he has the ad- 
vantages of hospital laboratories and instruments of 
precision, with the treatment which that same physi- 
cian or any other could give without these aids. It 
is a difference not of personalities but of methods, 
and I protest against reports which make it appear 
falsely, that I think ill of the efforts and fidelity of 


(Signed) RicHarp C. Canor, M.D. 


At a of the Committee on December 21, 
1915, the following letter was approved, and it was 
unanimously voted to send the same to Dr. Cabot, 
as expressing the Committee's attitude: 

Boston, December 21, 1915. 

Richard C. Cabot, M.D., 

Boston, Mass., 

Dear Dr. Cabot :— 

Twice within the last year the Committee on Ethics 
and Discipline have received complaints from the 
members of the Massachusetts Medical Society in re- 
gard to your public utterances as spread over the 
country through the press. After mature delibera- 
tion and correspondence with you in regard to the 
matter, we feel that the complaints are justified. 

The statements, as printed, lead the public to believe 
that the motives and practices of the majority of your 
fellow practitioners are unworthy,—a belief that you 
yourself must admit to be incorrect,—and a disclaimer 
in the medical press does not correct the wrong im- 
pression obtained by the public. Therefore, such a 
course tends to do an injustice to those who, like 
yourself, are constantly striving to improve the pub- 
lic health, and does not meet with our approval. 

We believe that any member of the profession de- 
siring to improve existing conditions of practice, or 
to introduce entirely new methods of practice, 
should first present his views before the members of 
the profession,where his claims, if approved, can re- 
ceive the endorsement of the Medical Society, or, if 
false, can be challenged and corrected. By such a 
method. authoritative statements can be made that 


selfish efforts of the profession at all times to instruct 
the public in regard to their health, and the oft- 
expressed opinion that we should carefully forego any 
statements that are likely to mislead the public. 

Signed by all the members of the Committee on 
Ethics and Discipline. 

A letter to Dr. Cabot in January, asking for a reply 
to the Committee’s letter brought the following: 

| January, 25, 1916. 
Dear Dr. Gage :— 


I had not expected that your Committee desired 
an answer from me. I should have supposed that 
the time for you to hear what I have to say was 
before you condemned me—not after! 

But if you desire an answer you must tell me what 
it is that you charge me with. You have never yet 
made that clear. The document which you enclose 
refers to “a course” which you condemn. (Par. sec- 
ond.) But you nowhere describe that course. 

1. Did you disapprove of my course in saying 
what I did say? 

But that you don’t know, and, I believe, have made 
no genuine effort to find out. You cannot, , 
disapprove it. 


nm ½ ²mm/, ̃ (tu 
22 ——„»2 
will enlist the approval and cobperation of the pub- 
lic, and enhance both the influence of the medical 
profession and the confidence of the community. We 
feel that to present the public with information less 
well digested redounds to the injury of both parties. 
ng we wish fo Caf rour attention to the un- 
— — 
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— you disapprove of what the newspapers 
p 
So did I, but you know that I didn’t 
ca disapprove it. 1 
vou pprove of not 
ut all I could, or anyone to contra- 
dict it, and was refused publication in the daily 
press. I then contradicted the statement in the Bos- 
TON MEDICAL AND SuRGICAL JOURNAL. 
You cannot disapprove this? What more could I 


do? 
my trying to introduce “en- 
ctice”’? 


4. Did you disapprove 
72 methods of 
t erred to nothing not at 
* — least eight years 


Your assumption that we intended to do you 
oa 
to you was the idea that a 
practitioners felt that you to them 
in your public utterances—which, if true, constitutes 
an we hoped that a 
fact would lead you to confine 
to statements well within the 


ou 
fully the convictions of the Committee, 
wish to inform you that we 


Whether you wish your be in- 
cluded in the report we will leave to your 
Yours very 
J. A. Gace, Chairman. 
the 
this subject and concludes this report of the Com- 
mittee on Ethics and Discipline. 
J. Gace, Choirmen, 
J. W. Bartot, 
Henry JACKSON, 


G. pe N. Hoven, 
S. B. Woopwapp. 


APPENDIX B. 
OF THE COMMITTEE ON HospiTaL Erricm 
At the last Annual Meeting of the Council, the 

mittee on Hospital Efficiency recommended the ap- 
pointment of a Committee, to consist of representa- 
tives of the medical, surgical and administrative de- 
partments of the hospitals of the State, further to 
consider the means of increasing their medical and 
surgical efficiency, and to prepare a plan for a uni- 
form hospital report, which, upon the approval of 
Council, should be mended to the favorable con- 
Massachusetts. 


recom 
sideration of the hospitals of 


the | were discharged 


This recommendation was adopted, and a 
tee appointed, which begs leave to submit the 
ing report: 

It seemed best to concentrate our 
upon the subject of medical and surgical statistics as 
presented in the annual hospital reports. 
ency for some years past has been to present 
statistics in greater and greater detail of 
subdivision, until they have come to occupy a Vv 
large part of the report, to require much labor and 
time in their preparation, and to add very consider- 
ably to the cost of printing. All of this without any 
co increase in their value to the profes- 
sion or to the public. 


much in some 
hospital, such as the 
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At the end of the year, 
ine fibroids are under the Benign Growths 
Uterus, so that ready reference may 
wanted, to the detailed history records, a 
number can be ascertained at a glance. 


Ae 


which an autopsy was obtained. 

This would afford a clear, concise 
amount and character of the work done by 
pital staff, with the data easily accessible for 
desiring more detailed information. 

If, in a few words, reference were made 


Fe 


appeared in the earlier tables, it would 
such a report, without taking up as much printed 
space, would afford a much better idea of the hospital 
efficiency than can be gained from the old tables, 
from which all that we have is, that the patients 
relieved, not not 


treated, dead. 
Although all the details of adapting this plan, 
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have 11 it was le to — | 
tem by which all necessary information coul ven 
medical audiences before it was heard | more simply, more — and just as 
ao ty. 0 as it is done now, and your Committee submits here- 
oe you can’t disapprove of me here! with a tentative plan for this purpose. We sealize 
enever you will plainly state what you disap- that it is far from perfect, and shall welcome any 
prove of, I will answer you fully, and will convince | criticism or suggestion that may be offered. 
you that you have treated me with the grossest in-| The plan is founded upon the report made to the 
justice. Luckily, you cannot hurt me in the least. Clinical Congress of Surgeons at its Boston meeting, 
Yours cordially, by a committee of which Dr. E. A. Codman of Boston 
RICH An C. Casor. im- 
a meeting of the Committee, Februa 
voted to send the following letter to Dr. Gust: bts N 
— Cabot :— t 
n reply to your letter of Janua 
wish to add the following: We — 4 - 41 — the | Occupy, at most, not more than a single printed page, 
doctors to whom you referred us in your original | —US¥#!ly much less. 
letter and we have taken other measures to make Transversely, the table may be divided according to 
ourselves acquainted with the import of your remarks an anatomical, vertically, according to a pathological 
and the impression they made upon the audience. | °!#*sification, as illustrated in the accompanying 
Furthermore, we have in print the impressions you specimen, which shows the actual surgical HH of 
conveyed to the a hospital treating 3000 in-patients a yeur. 
y representatives of several of the Bos- 
ton newspapers who reported your lecture, conse- It will be seen that the classification adopted in 
quently we feel that we were amply justified in our this specimen is quite different from that recom- 
conclusions, and we consider that more than one such | ™ended to the Clinical Congress of Surgeons,— it is 
talk constitutes “a course of action.” modelled EE that in use at the Roose- 
velt Hospital in New York. 
Its method of preparation is as follows: Every pa- 
tient, on admission, is given a number, and upon dis- 
— 
ble similar to the one here shown, a 
expresses 
ing Calculi; if a uterine 
sent these letters as a report on our action to the 
President and Council, to whom we are nsible. 
tion in the hospital 
A concise table of o 
added as desired, but t 
a brief summary of the diagnosis and important 
points in each fatal case treated in the ae | 
ing the year, with pathological report in all ca 
to the 
present condition of certain classes treat in the 
preceding years, ¢.g. the present condition of the 
cancers of the breast, or of the hernias, which have 
— — —— — — — 8 
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SURGICAL DISEASES TREATED. 
ANATOMICAL CLASSIFICATION, 
Mouth, Tongue, Teeth, Salivary Glands.............. 


Peritoneum, Omentum, Retro-peritoneal Tissue 


Intestines except Duodenum, Rectum Anus, Peri-rectal 
Blood, Arteries, Veins............ 


Pharynx, Tonsils, Naso-Pharynx, Oesophagus 
Stomach, Pylorus, Duodenum 


Liver, Bile-passages, Pancreas......... 


especially to the work of the medical department, 
have not yet been worked out, we believe that it is 
capable of being made a practical working basis for 
a uniform hospital report that shall be at once simple, 
economical and illuminating; and we recommend that 
further study be undertaken to see if it can be satis- 
factorily adapted to the large metropolitan, as well 
as to the small private community hospital. 

Your Committee further suggests that the problems 
of hospital records, end results, and general hospital 


Lymphatic Glands and Vessels, Spleen........ 


Heart, Pericardium............. 


administration, are of such vital interest to the pro- 


Unknown Origin.......... 
Nasal Cavity and Accessory Sinuses, Larynx, Trachea. ... 


Bronchi, Lungs, Pleurae........... 


Male—Penis, Prostate, Seminal Vesicles, Testes. 


Eye and Ear. 


Connective Tissue, Muscles, Tendons, Bursae, Fat... 
General Systemic Infections.. 


Thyroid, Para-thyroid, Thymus, Suprarenal, Pituitary. 


Female—Urethra, Vulva, Vagina, Pelvic Floor 
Bones, Cartilages, Joints.... 


Uterus and Ligaments... . 


Kidneys, Ureters, Urinary Bladder................... 
Skin, Hair, Nails, Glands of Skin..... 


Nerves, Diseases of Mind and Nervous Diseases of 


Mammary Glands............. 


Tubes and Ovaries.......... 


Brain, Meninges, Spinal Cord 


fession and to the public that their consideration 
might profitably occupy a more prominent part in 
the Society’s proceedings. 

We believe that a special section devoted to these 
subjects would attract wide attention and be produc- 
tive of valuable results in increasing the efficiency of 
the hospitals of the State. 

Homer Gace, Chairman, 
P. P. JOHNSON, 
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LINCOLN Davis. 


